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OTITIC INDICATIONS AND CONTRA-INDICATIONS FOR 
THE SALVARSAN TREATMENT OF SYPHILIS. 


BY DR. OSCAR BECK, VIENNA, 


Since Urbantschitsch and I pointed out the disturbances in the 
labyrinth and its central tracts which sometimes appear after the 
administration of salvarsan and which have since then been sub- 
stantiated by mnany observers, I have desired to do more than simply 
record the cases. It is far more important and practical to ascer- 
tain by close observation not only the ear-symptoms but the former 
course of the syphilitic invasion in this class of patients so that 
salvarsan may be administered only in properly selected cases. 

The division into cases where salvarsan is indicated or contra 
indicated would be easier, were the etiology of these “so-called 
neuro-recurrences” better known. 

Some have affirmed that the Vienna clinic staff believes in the 


toxicity of salvarsan. We have not asserted this, nor could we do 


sO since we have no positive proof. We have merely tried to point 


out the various possible explanations of the frequency of hitherto 
unusual ear symptoms; especially the analogy to the ‘‘arsazetin- 
mice,’ in which, without doubt, an arsenic degeneration of the 
nerves takes place. We knew, however, that the evidence obtain¢ 

from animal experimentation could not be regarded as positive 
data for man. This same criticism applies to those experi 
ments (Karl Beck and Ullmann) which proved that salvarsan 
in animals has no toxic effect on the eighth nerve, and causes no 
signs of degeneration. A good example of the contradiction of 
animal and clinical data in this regard is the effect of arsazetin. By 
injecting arsazetin, normal white mice may be converted into “arti- 
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ficial” dancing mice. ‘The most prominent feature about these 
mice is the early degeneration of the vestibular nerve. The optic 
nerve always shows the same changes later. 
The ear exhibited no complication during the arsazetin treat- 
ment of syphilis; it was due to atrophy of the optic nerve that this 
therapy was totally abandoned. 
Hardly any otologist or dematologist who has a large field of 
observation will now deny that during the last two years there has 
been a considerable increase in the frequency and severity of aural 
disturbances. Even the strongest advocates of salvarsan must admit 
this statement; they explain the aural symptoms as due to the 
atypical course of syphilis caused by salvarsan, which hastens the 
onset of the late luetic period in which affection of the acoustic 
nerve is often observed. 
It is not in the province of this article to determine the correct 
ness or fallacy of these explanations for the neuro-recurrence, 
especially as it is at present impossible to say the final word. The 
effect of the therapy does not explain the pathology of the clinical 
picture: one class of these nerve affections is relieved by a second 
injection; another class disappears after mercury treatment or is 
not at all influenced; a third series retrogresses without any furthet 
treatment. Ail these contradictory observations make it impossible 
to reach any absolute conclusions. 
For this reason I have excluded all theoretical considerations 
from this article; the results obtained from the clinical histories of 
Over 1,500 cases should decide the otitic indications and contra- 
indication of the salvarsan therapy. 
The observations were made, for the greater part, on patients in 
the clinics of Finger, Riehl and Ehrmann. 
Otiatric examination was made in all patients to whom salvarsan 
was to be administered. If any aural symptoms appeared after the 
treatment—if the patients complained about tinnitus, vertigo, etc.- 
an accurate control examination was made. : 
It is evident that there is a possibility that some cases in which 
the disturbances only appeared weeks after the patient’s dismissal 
from the hospital, escaped my control. I also include many cases 
that were injected elsewhere, in whom the results were pronounced 
satisfactory and who later consulted me because of changes in the 
cochlea and static apparatus. ' 
Therefore my-most accurate data cannot claim absolute reliabil- 
ity, especially in that some cases which we pronounced free of ear 
symptoms, may have been found affected later by others. 
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The merit of my article is hardly affected by this circumstance, 

since I am not interested in the percentage of ear symptoms after 
salvarsan administration. 
I. MIDDLE-EAR. 

In those affections of the middle-ear which complicate lues, syph 
ilis itself plays a meager part. It is almost always in the secondar 
stage—rarely in the tertiary—that patients present syphilitic mani 
festations in the mouth or naso-pharynx. [ have shown in anoth 
place that affections of the middle-ear appearing during a recent 
luetic infection—either catarrhal or suppurative—have but an 
direct relation to syphilis. 

Indirect in that syphilis of the buccal and pharyngeal mucosa 
cannot be said to be the determining factor, but rather the chang 
in the mucosa. Lwues, therefore, may be regarded as an etiological 
factor in these otites in so far only in that it causes the mucous af 
fections from which the secondary middle-ear disturbances arise. 
In the same way a simple streptococcal angina might result in 
secondary middle-ear affection. 

Since salvarsan produces a rapid disappearance of the florid 
symptoms, it has a favorabie effect on the secondary aural affec 
tions, in that it eliminates the primary focus of the disease; for 
instance, the plaques in the throat, and is therefore preferable t 
mercury in certain cases. I have previously reported such observa 
tions. 

One must not overlook the fact that middle-ear catarrh arising in 
the secondary period is usually associated with a transient affection 
of the labyrinth. Upon examination the extensive reduction in 
the hearing-range and the remarkable shortening in bone-condu 
tion stand out as prominent features. 

Since, however, other manifest clinical symptoms of syphilis 
(exanthemata, changes in the mucous membrane, etc.), are almost 
always present in such cases in addition to the aural affection, 

; salvarsan may be injected in spite of the labyrinthine lesions, for 
reasons which I shall detail later. 
2. LABYRINTH. 

A. Normal conditions: Whenever the ears of a patient in any 
stage of lues indicating salvarsan treatment are examined, the main 
point at issue is the status of the labyrinth. If the conditions in 

\ the inner-ear are normal, there are no otitic contra-indications to 
salvarsan. 

To this hypothesis the objection may. be raised that the cases 
which I have observed that showed the most extensive changes. in 
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the ear fall into this group. I should reply, that attention to the 
indications and contra-indications which I have pointed out are no 
absolute guard against ear-complications ; their probable appearance 
can only be supposed. 

B. Pathological conditions: Under this caption I include those 
affections of the ramus cochlearis, which extend from the end- 
organ of Corti to its central terminus, including both neurons, 

In the secondary period lesions in the cochlear labyrinthine por- 
tion may almost be co-incident with those in the skin, especially in 
the mucous membrane; they appear, however, also unaccompanied 
by other clinically manifested symptoms of lues as an equivalent to 
a cutaneous recurrence. 

Therefore, in considering the indications for salvarsan one must 
differentiate between (a) those affections of the cochlear apparatus 
which appear simultaneous with cutaneous symptoms and (b) those 
which appear independently. 

(a) This group presents no contra-indications to the admin- 
istration of salvarsan; for the nerve-disturbances are to be regarded 
as partial symptoms of the general luetic infection. Ii, therefore, 
in such a patient salvarsan is advisable from a dermatological stand- 
point, it may be given, for there are no contra-indications from the 
otological viewpoint. 

The same theory applies to that class of above-mentioned patients 
(Group 1) in whom affection of the cochlear nerve is associated with 
middle-ear disturbances (mostly catarrhal). Salvarsan and mer- 
cury have about the same effect on these affections, even in respect 
to the rapidity of their alleviation. 

The nerve-disturbance almost always outlasts both the subsequent 
affection of the middle-ear mucosa and the symptoms oi general 
lues. 

(b) In unaccountable sudden deafness with or without subjec- 
tive noises, with symptoms of nerve-lesions, in an otherwise healthy 
individual, a diagnosis of syphilis as the etiological factor may be 
made. <A positive serum-reaction affirms such a diagnosis; a 
negative one does not exclude lues, especially if the case was pre 
viously treated with salvarsan or even with mercury, 

[ have often stated that patients to whom salvarsan was admin- 
istered and in whom a luetic infection had definitely existed may ‘ 
show aural nerve-reactions in the presence of a negative Wasser- 
mann ; this fact brings up the question of a direct or indirect arsenic 
Teaction. 
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It is almost pathognomonic that these ear-affections appear four 
' to eight weeks after the injection of the salvarsan. If such patients 
present themselves for treatment after this interval, one can never 
theless determine by careful anamnesis that almost without excep 
tion the tinnitus or deafness began four to eight weeks after the 
administrations of the drug. 

I feel that a second dose of salvarsan is contra-indicated in such 
cases of nerve-affection, since we are still in doubt what role sal 
varsan plays in the origin of these so-called neuro-recurrences 
whether inducing abnormally early appearing changes in the cere 
bral vessels, basal meningitides, toxic nuclear disease or disease of 
the nerves in their narrow canals. In any case, the safest therapy 
is a strong mercurial treatment. 

The same reasoning holds for those cases in which the aura 
affection may be regarded as equivalent to a skin or mucous mem 
brane recurrence. In this connection I desire to record the most 
important features of an instructive case. 

An editor, Dr. L. F., aged 24 years, received a dose of salvarsan 
one year ago for secondary lues. Symptoms disappeared. After 
six months the patient consulted me because of severe tinnitus 
the left ear. Hearing range but slightly reduced for conversationa 
tones, but very much for whispered voice; vestibular apparatus 
tact; Wassermann positive. I diagnosed the condition as a luet: 
affection of the ramus cochlearis, equivalent to a cutaneous recut 
rence, and advised mercurial treatment, to which for extraneo 


reasons, however, the patient stated that he could 


submit only aftet 
fourteen days. Ten days after my first examination I again saw 
the patient. He presented plaques on the lip and right ‘tonsil 

In this case the luetic affection of the auditory nerve preceded 
the syphilitic eruption, the ear of this patient being especially sensi 
tive. The same may be said of those cases in which affection o 
the auditory nerve may be said to be equivalent to luetic recut 
rence, for disturbances in the auditory nerve in the course of lues 
always point to vulnerable auditory nerves. The cochlear nerve 
the most vulnerable of all the nerves of the brain, since distur] 
ances arise in it without the other cranial nerves being affected. 

Regardless whether salvarsan has been previously given or not, 
‘ in this class of patients mercury treatment is the least dangerous. 

[ should like to include in this class of cases those patients in 
whom changes in the cochlear nerve apparatus have resulted partly) 
from their occupations (boilermaker, locksmith) and partly from 
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lesions (trauma, typhoid, etc.) from which the patients had re- 
covered. ‘ 

C. Otosclerosis: Whether the changes in the ear designated as 
otosclerotic, are localized in the middle or inner-ear or in both, is 
a question into which we shall not at present enter. It is, neverthe- 
less, certain that the nerve-elements of the ear are involved in the 
pathological processes. 

Besides, the familiar appearance and the hereditary character of 
this disease points to the a priori conclusion that in such individuals 
the ear is not normal, but below par, and with lessened resistance. 

This fact alone would be a contra-indication for the administra- 
tion of salvarsan to such patients. In two cases of otosclerosis 
which I had the opportunity of examining only after the injection, 
the hearing, according to the patient, grew rapidly worse after the 
salvarsan. Both patients stated that they had previously had nor- 
mal hearing. In both cases the middle-ear was normal in appear- 
ance but with the characteristic functional tests of an advanced dis- 
turbance in the sound-conduction apparatus. A further evidence of 
otosclerosis was the ineffectiveness of a two-months’ treatment. 

D. Hereditary syphilis: In hereditary luetic deafness one al- 
ways finds disturbance in the nerve-elements of the cochlear ap- 
paratus. ‘Though mercurial treatment of keratitis parenchymatosa 
has a favorable influence upon the eye, this therapy has hitherto 
been almost entirely useless in the ear. It is certain that the cases 
which improved under antiluetic treatment are the exceptions. Even 
pilocarpin treatment which | formerly frequently employed pro- 
duces but a transient result, and sometimes none at all. 

It was for this reason that we placed such faith in salvarsan, and 
were doubly rejoiced to record such excellent results, because of the 
ineffectiveness of the other remedies. We have observed improve- 
ment in the hearing-range for speaking voice from 1 to 6 meters. 

The chances for a favorable influence on the cochlear apparatus are 

intensified if: (1) the infection be caught in its incipient stages ; 
(2) the hearing for conversational voice has not decreased beyond 
1 meter; (3) the vestibular apparatus responds to normal stimuli: 
(4) if the patient be young. If the ear is totally deaf, salvarsan 
will be ineffective according to our present observations. 

At the German Otological Congress, June, 1911, I still presented 
the view that the nerve-deafness of hereditary syphilis could only 
be favorably influenced by salvarsan. At the same time Wanner 
reported experiments on the functional tests of the ear in congenital 
lues before and after the administration of salvarsan which contra- 
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dicted my conclusions. In no case did the injection result in im- 
provement; on the contrary, the severe cases were aggravated 
Wanner expressly states that he does not say that the increase in 
the symptoms are due to the salvarsan. He really believes that the 
untoward effects prove that salvarsan as well as mercurial treat 
ment is without avail in arresting this insidious aural disease. 
Nager reports no increase in the severity of the symptoms but also 
no alleviation. 

Lately I had occasion to observe two cases which drew me, ate 
least partially, to Wanner’s view. In both cases following the ad 
ministration of the drug a considerable decrease in the hearing 
range resulted, and this has remained unimproved. Leidler, too, 


demonstrated such a case which he observed in the Vienna Poli 


1 
clinic. 

Whether salvarsan is indicated in hereditary syphilis in the face 
yf such data, is still an open question, for, on the one hand, consid- 
erable improvement in the functional activity of the ear was noted, 
and on the other hand an equally significant deterioration 
Laryngeal Changes in Pregnancy. IMHOFER. Zischr. f. Laryngol. 

Rhinol. u. ihre Grenzegeb., Bd. 4, Heft 6, 1912, p. 745 
In about fifty per cent of all pregnancies, inflammation is present 


1 
} 


in the upper-air tract, especially on the posterior laryngeal wall. 
Imhofer draws the following conclusions from a patholo-anatomical 
study of the larynges of seven pregnant women and fifteen preg- 
nant guinea-pigs. The laryngeal changes in the human are not 
directly due to the pregnancy but to its unavoidable complications. 
In animals, changes in the connective tissue, slight edema, etc., are 
present. The changes are most similar to the vaso-dilatation hyper- 
emia of the skin, described by Kreibich. Just why these changes 
predispose their subjects to tubercular infection is not explained. 
Ep. 








SALVARSAN IN SYPHILIS OF THE NOSE AND THROAT.* 
BY FREDERIC C. COBB, M. D., AND ABNER POST, M. D., BOSTON. 


In the treatment of syphilitic lesions a few words as to the na- 
ture of the disease may not be out of place. According to Brown- 
ing and MacKenzie on the diagnosis and treatment of syphilis, “It 
is important to keep in view the morbid anatomy of the disease, 
and the distribution of the spirochetes in the body. Were syphilis 
a blood infection like relapsing fever, we could predict with prac- 
tical certainty the complete sterility of the tissue and subsequent 
cure of the disease by means of salvarsan, so marked are its spir- 
icidal properties. But this is not the case. Syphilis is essentially 
a tissue disease, though the spirochetes are also carried by the 
blood-stream. The organisms have special preference for dense 
connective tissue-structures and embedded in these or at the mar- 
gin of the caseous lesions, they may remain alive though inactive 
for years. If these points be kept in view, the difficulty of bringing 
the drug efficiently in relation with the spirochetes will be readily 
appreciated, especially when it is borne in mind that probably the 
drug as indicated by arsenical excretion in the urine has disap- 


1 


peared from the blood-stream within three or four days after 
intravenous injections.” This explanation is, it seems to me, of 
great value in showing not only the lack of reliability of a negative 
Wassermann reaction, but also the necessity of several injections 
of salvarsan in rebellious cases. The same authors state that 
ninety-five per cent of syphilis in the secondary stage can be cured, 
whereas of the tertiary only seventy-five are cured. In order to 
estimate the value of salvarsan as compared to other methods of 
treatment we:-must determine whether or not its effects are more 
rapid, more permanent, and whether it is less dangerous. As re- 
gards rapidity, it is impossible, in clinical cases which differ so 
much as to conditions and extent of the lesions, to give an accurate 
description of the relative rapidity of healing under mercury as 
contrasted with salvarsan. Certainly the impression produced is 
that the action of salvarsan far exceeds that of all other forms 
of treatment in its apparently prompt effect. The patient’s symp- 
toms disappear in a surprising manner. From a clinical stand- 
point, the results seem to me far ahead of those achieved by mer- 


*Read at the meeting of the American Laryngological Association, At 
lantic City, May 9, 1912. 
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cury. The question of permanency can only be determined by 
time and by a constant negative Wasserman reaction made at long 
intervals. As to the dangers involved in the use of salvarsan, Ehr- 
lich says that the fatalities are represented by one in one thousand 
patients treated, and moreover, that such fatalities occurred in 
severe infections of the nervous system almost exclusively. 

The literature relating to the action of salvarsan as applied to 
lesions of the nose and throat, while satisfactory from a therapeu- 
tical standpoint, lacks technical accuracy from a laryngological one. 
The contra-indications as given by Martindale and Wescott are: 
1. Severe non-syphilitic retinal and optic disease. 2. Severe heart 
and vascular disease. 3. Severe lung affections. 4. Severe non- 
syphilitic kidney affections. 5. Advanced and degenerative process 
of the central nervous system. 6. Those suffering from angina or 
fever. 

The following cases observed at the Boston Dispensary and re- 
ported as briefly as possible may serve to show the rapidity of 
action of salvarsan. These may be divided into two groups. Sec- 
ondary and tertiary cases. 

SECONDARIES. 

Case 1. FE. F. B., male, showed mucous patches on both tonsils ; 
slight shallow ulceration over supra-tonsillar fossa Received 
“606,” April 15. Two days after, great improvement noticed. Six 
days later a small spot on left tonsil remained and some redness 
of posterior pillar. Eight days after, throat apparently normal; no 
spirilla could be found. 

Case 2. L,. T., female, April 9, hada line of redness extending 
from uvula over palate to left side. Wassermann and Noguchi 
positive ; salvarsan; four days later nothing abnormal could be seen 
in throat. May 1, throat still absolutely normal. 

Case 3. M. J., complaining of nasal obstruction had ulceration 


h scabbing and crusting. Deep 


of cartilaginous septum with muc 
ulceration of salpingo-pharyngeal fold. Wassermann positive; ré 
ceived “606,” April 23. Three days after, symptoms disappeared. 
Six days after injection, ulceration of throat entirely healed, but 
that of the nose had improved, but was not well. After ten days, 
ulceration of the nose still present, but almost healed. 

Case 4. A. D., female, mucous patches on tonsils; larynx and 
nose normal. Spirochetes found. March 19, “606.” Ten days 
after no spirochetes found; throat normal. 

Case 5. O.J., female, red areolar extending over pillars about 
three-quarters of an inch around the soft palate, with an even, 
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deep-red color and very sharply defined. April 16, “606.” Four 
days after, throat no longer sore; redness still visible but very 
faint. Ejight days later throat apparently normal. All the subjec- 
tive symptoms relieved in three days. 

TERTIARY. 

Case 1. J. G., a patient kindly referred to me by Dr. Smith for 
examination ; infected ten years ago; very hoarse for two or three 
years. Showed on first examination three months ago a very 
great swelling of the epiglottis and right arytenoid with ulceration 
of true cords. Examination by Dr. Otis showed no tubercular 
condition of lungs and a negative tuberculin reaction. Had “606” 
on January 27. February 28, second dose. April 4, the third dose. 
Seen on March 30, after second dose. Nose and pharynx normal. 
Larynx showed swollen epiglottis and right arytenoid very large 
on same side; ulceration of true cords. Apparently active uicera- 
tion of false cord on right side. Dr. Holmes who had been watch- 
ing the patient said that the conditions had materially decreased in 
the last three months. After the third injection there was some 
diminution in size of epiglottis and arytenoids. The cords remained 
unchanged but the ulceration of the false cords was evidently heal 
ing. On April 17, fourth injection given with further improve- 
ment to arytenoid and epiglottis, and ulceration of false cords 
almost healed; voice clearer. April 20, condition unchanged. May 
3, no marked change. In this case considerable doubt as to the 
diagnosis existed,—neither Wassermann nor tuberculin test being 
positive. The improvement, however, seems to indicate that the 
diagnosis of syphilis was correct. 

Case 2. J. B., specific of tongue. Tongue was covered with 
whitish, irregular patches on its upper surface, alternating with 
red, glazed spots due to loss of epithelium. Scars on soft palate. 
Has tried mercury and potassium iodid with only temporary relief. 
April 2, “606.” April 8, tongue very much less swollen; patches 
less prominent. April 26, swelling of tongue has entirely subsided. 
Patches of reddened epithelium have almost disappeared but raised 
appearance still persists. 


SYPHILITIC STENOSIS OF LARYNX TREATED WITH SALVARSAN AND 
INTUBATION WITH SUCCESSIVELY LARGER TUBES.* 

Case I. Elizabeth L., married, 35 years old, was admitted to 

the Massachusetts Charitable Eye and Ear Infirmary, March 209, 

1911, with marked difficulty in breathing, which had been increas- 


*Kindly reported by Dr. Knowles of Boston. 
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ing for the last few weeks. There was a purulent discharge from 
both nostrils due to the removal of nasal polypi some days before 
by her family physician. On the posterior wall of pharynx was 2 
shallow, punched-out ulceration with thickened edges. Upper part 
of larynx markedly swollen, almost obliterating vocal cords. The 
arytenoids were swollen and flattened. The dyspnea was so great 
that I performed tracheotomy in the ward without having her 
moved from the bed. 

April 4, Wassermann positive. Patient was given full dose of 
“606” intra-muscularly. April 19, tracheotomy tube was removed. 
April 24, patient was given a second dose of “606.” May 29, the 
third dose of “606” given, this time intra-venously. July 1, trache- 
otomy was done again on account of the increasing dyspnea. Two 
weeks later tracheotomy tube removed and intubation tube put 
in, and since then the patient has worn intubation tubes, each 
larger than the preceding. The tubes were held in place by the 
method suggested by Drs. Rogers and Delavan some years ago. 
February 1, 1912, patient was given fourth dose of “606,” this time 
intra-venously. February 28, 1912, Wassermann was negative. 
May 6, patient is now wearing an extra large size intubation tube 
on account of the sub-glottic infiltration, which is less, however, 
at each change of the intubation tube, occurring about every six 
weeks. 

Case 2. F.D.P. Syphilis, which was quite severe for two years, 
treated by mercury by mouth and intra-muscular injections. Dur- 
ing the third year there appeared on various parts of the body a 
few small circumscribed nodules evidently gummata which ulcerated 
and remained long as open sores. At the same time there appeared 
on one side of the tongue a circumscribed swelling, limited to one 
side, which ulcerated, and, in spite of mercury and iodid, and local 
treatment, remained for about a year. It was extremely painful, 
caused some little difficulty in eating and made speech at times 
difficult. Mercury and iodid had no effect. After one injection of 
0.4 gr. salvarsan the ulcer of the tongue and the swelling greatly 
diminished. A second injection given after an interval of a month 
was followed by a complete disappearance of the swelling. The 
Wassermann reaction taken a month after the second injection 
was negative. 


TERTIARY SYPHILIS.* 
Case r. Mr. C. S. F. had syphilis for eleven years and has been 


treated for nine years persistently and in various ways, including 


*Report by Dr. Post. 
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inunctions and Hot Springs, Arkansas. The following is a descrip- 
tion of the nose- and throat-lesions, by Dr. Rockwell A. Coffin, of 
Boston, 

Mr. C. S. F. had a large and active ulceration (syphilitic) of 
the septum of the nose, causing almost a complete loss of the car- 
tilaginous portion and necrosis of the vomer which was very rough 
and loose. A gumma of the left lateral wall of the nose extended 
through the bone and caused a decided bulging externally. Sal- 
varsan on October 21, 1910. Great improvement a few days after 
injection. The edges of the ulceration were very much improved 
and the tenderness on the outside of the nose almost entirely gone. 
December 10, Dr. Coffin removed the loosened vomer entirely from 
the nose. The swelling on the external surface had almost entirely 
subsided and there was no tenderness. Five months after, there 
was a slight return and a second dose of salvarsan was given. A 
little later a third dose of salvarsan was given and when seen in 
March, 1912, patient was perfectly well. 

Case 2. Mr. L,. had had syphilis for five years. He was treated 
in Paris during that time by inunctions and intra-muscular injec- 
tions but had never been quite free from symptoms. His examina- 
tion by Dr. Coffin shows the following condition: On the left side 
a late syphilitic ulceration of the lower half of the tonsil and ex- 
tending to the posterior pillar and plica triangularis. He was in- 
jected intra-muscularly with 0.5 gr. salvarsan. In four days he 
was much better and on the eleventh day he was practically well. 


CONCLUSIONS. 

The cases have been taken at random from both the author’s 
clinics at the Boston Dispensary since the President’s request for 
this paper was sent. They by no means represent all cases treated 
but only those we have seen together since that time. Many pa- 
tients have failed to return for observation. None of the cases re 
ported have shown severe reaction. Whatever may be the final 
outcome of the disease, the lesions in the throat have healed with 
remarkable rapidity under the influence of the new drug, although 
most of them had resisted treatment by the older methods. Lar- 
yngeal syphilis has shown less marked improvement, owing perhaps 
to ulceration, scar tissue, anchylosis of the arytenoids, etc. The 
permanency of the cure can only be determined by the experience 
of years. 


11 Marlborough Street. 




















THE EFFECT OF SALVARSAN ON THE EAR.* 
BY CHAS. E. PERKINS, M. D., NEW YORK CITY. 


The efficacy of “606” has now been demonstrated by results ob- 
tained from its administration over 1,000,000 times. That it has 
perhaps fallen somewhat short of the first expectations is but 
natural. That one or two administrations produce a sterilization 
of the blood as far as the syphilitic poison is concerned, so that 
further treatment is unnecessary, may be considered the exception, 
not the rule. 

As otologists we are concerned with the effect of salvarsan upon 
the ear. First, as a therapeutic agent in treating specific processes 
involving the ear or manifesting themselves by interference with 
the auditory or vestibular functions ; and second, a consideration ot 
the aural complications in cases treated with salvarsan, whether 
these are caused by syphilis or can be attributed to the remedy itself. 

For all syphilitic manifestations of the auricle or auditory canal, 
as well as of the middle-ear, salvarsan will be found very effective. 
In cases of deafness in which tests show labyrinthine, or nerve 
involvement, we may also expect much from its use. By older 
methods we have had fairly good results if we could begin our 
treatment early. I shall relate a case illustrating this point. J. S., 
aged 30, consulted me on November 13, 1909, for marked impair- 
ment of hearing in right ear which had existed for two days. Con- 
tracted syphilis four years before, was supposed to have been thor- 
oughly treated. Hearing in involved ear: forced. whisper one inch, 
bone conduction reduced ; positive Rinné; Weber to good ear. Put 
upon large doses of KI, and two weeks later ordinary whisper at 
three feet. Improvement continued until at end of a month hearing 
was nearly normal. 

In order to obtain such a result we must see the case early be- 
fore there is irreparable injury to the nerve or labyrinth. When 
the symptoms have existed for a longer time our treatment has 
generally been of no marked value; but even in these cases we may 
expect more from salvarsan as the following case will show: 

Male, 29, came to my clinic at the University and Bellevue Hos- 
pital Medical College on November 28, 1911. History of initial 
lesion obscure, but about two and one-half years ago had genera! 


*Read at the meeting of the New York State Medical Society, Albany, 
April 17, 1912. 
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eruption which disappeared without much treatment. One year ago 
became deaf. Examination showed both canals and membranes nor- 
mal. Right ear totally deaf; left, bare perception for shouted voice. 
In fact, all intelligent communication with patient was held in writ- 
ing. Bone-conduction absent. No nystagmus after rotation. Was- 
sermann positive. Intravenous injection of salvarsan December 12 
His hearing began to improve soon after, and on January 2, gave 
voice on right and forced whisper near the ear on left. It was 
“asy to carry on conversation with him. Both labyrinths reacted, 
although less than normal, and some bone-conduction had returned. 
A second dose of salvarsan was administered, but without further 
improvement, and he was put upon mercury and iodids. On Febru- 
ary I, condition remained the same. The value of salvarsan is 
shown very plainly in this case, and also in a series of cases which 
will be briefly abstracted below. 

In cases of syphilis treated with salvarsan we have in a com- 
paratively small number involvement of the cranial nerves. Thes¢ 
neuro-recurrences may come on at various periods after the in- 
ception of the disease, or the administration of the “606.” From 
some articles on the subject one would receive the impression that 
these nerve involvements were comparatively rare before the days 
of salvarsan, and especially so during the early stages of syphilis 
Let us cite a few observations to show the fallacy of this view. 

Benario’ has gone over the case-reports sent to Ehrlich and has 
collected therefrom twenty-nine cases of neuro-recurrence after 
mercury. In ten of these which he has reported in another place’? 
there was involvement of the eighth pair. These cases are here 
briefly given: 

Case 1. Woman, 23 years old. Mercury salicytate injection. 
Complete deafness in one ear, partial in the other. Oculo-motor 
palsy, after two injections of: salvarsan complete cure. 

Case 2. Male. Mercurial treatment. Facial and auditory palsy 
three months after infection. After salvarsan, disappearance of 
symptoms in three days. 


Case 3. Female, 21 years old, forty mercurial injections. Six 
months after infection facial palsy and almost complete deafness : 
diplopia and ptosis. Disappearance of facial palsy after mercury. 
After salvarsan, disappearance of diplopia and improvement in 
hearing. 

Case 4. Male, 22. Forty mercurial injections. Five months 


after infection right facial palsy and deafness. Not improved after 
salvarsan. 
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Case 5. Male. Five injections of insoluble mercury salts. One 
month after infection almost complete deafness. After salvarsan, 
hearing restored to normal. 

Case 6. Female, 39 years old. Eighteen injections of salicylate 
of mercury. Three months after infection partial deafness in both 
ears; could not hear conversation. After salvarsan, hearing greatly 


improved and eventually returned to normal. 


Case 7. Female, 34 years old. Three months after infection, 
partial deafness. After salvarsan rapid improvement with return to 


normal. 


Case 8. Woman of 30 years. Eight mercurial injections ; several 
months later, tinnitus, vertigo and partial deafness. Cured by mer- 
cury. 

Case 9. Complete deafness during second stage. Could not 
hear a pistol shot. Mercury used without result. Improvemer 


under salvarsan. Hears loud conversation. 


Case ro. Musician. After mercurial treatment developed tn 


nitus and impaired hearing. Under salvarsan, relief and cure 


deafness in number of weeks. 


Otto Meyer* has examined the records in the Grazer Ohren 


klinik since 1896, and found 65 cases of syphilitic disease of the 
acoustic apparatus, of which 13, or 20 per cent, occurred during 
the first year, to which Prof. Habermann‘ adds 66 seen in the same 
clinic prior to 1896, of which 34 occurred in the second stage; 
making a total of 131 cases seen in the Grazer Ohrenklinik in the 
days before saivarsan. 

Mauriac’ collected prior to 1879, 168 cases of syphilis of the cen- 
tral nervous system, of which 53 occurred during the first year. 
Naunyn® has collected and observed 305 cases of cerebral syphilis, 
and in these 20 per cent showed their nerve symptoms within one 
year after infection. 

As to the neuro-recurrences after the use of salvarsan, Bernario, 
of Frankfort, has collected 126 cases from reports of over 14,000 
cases treated by “606.” Nine of these were cases in which the in- 
terference with function was analagous to the Herxheimer reaction 
on the skin, coming on soon after the injection and passing away 
in a short time. In this reaction there is a temporary increase in 
the dermal symptoms supposed to be due in some way to the action 

of the arseno-benzol upon the spirochetae contained within the 
syphilide. Of the 126 cases the eighth nerve was involved 62 times; 
optic, 41; oculomotor, 8; trochlear, 2; abducens, 3; and facial, to. 
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Benario calls attention to the greater danger of neuro-recurrence 
in extra-genital infections, and especially in chancres of the head. 
In his 126 cases, 13 had extra-genital chancres, and 9 were of the 
head. Cases presenting the papular syphilide were more liable to 
be effected as in 66 in which the variety of skin eruption was 
specified, 36 were papular. 

Nonne’ has called attention to the fact that the papular exanthem 
denoted a malignant type of syphilis, liable to be followed by cere- 
bral complications. 

Benario mentions the fact that in 3,200 cases treated by Arning, 
Doerr, Fruhaut, Duhot, Fordyce, Neisser and others, no neuro- 
recurrences have been observed. He concludes that the nerve- 
involvements are specific in nature and not due to the salvarsan, 
and gives the following reasons for this belief: 

1. The long interval between the injection and the appearance 
of nerve symptoms. 

2. The character of the process in optic nerve-involvements, 
which is an inflammation or irritation in most cases, as shown by 
Schanz* and Tobias.® 

3. That the condition appears during a determined period of 
syphilis. 

4. Which is followed by those cases treated with salvarsan, as 
shown by a comparison of these cases with those of Mauriac, who 
reports 53, or 20 per cent as occurring within the first year after 
infection as shown in the following table from Bernario: 


MAURIAC: SALVARSAN : 
Month Cases Month Cases 
I 3) I 5) 
2 4) 12.8% 2 10) 12.6% 
2 5) 3 [5) 
4 7) 24% 4 20) 24.0% 
5 4) 5 29) 
6 6) 18.4% 6 17) 38.9% 
8 2) 8 5) 
9 2) 7:20 9 4) 7.6% 
10-14 20 10-14 8 


5. Their curability by specific medication, especially “606.” 
6. 
salvarsan, which, of. course, would not be the case if they were 


The symptoms seem more liable to follow small doses of 


caused by the toxicity of the remedy. 
7. And that exactly the same symptoms follow after the treat- 
ment with mercury. 
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A few observations might be mentioned in support of these 
views: H. Frey’® observed a syphilitic for three months. Two 
months after administration of salvarsan, internal ear-involvement 
occurred, followed in five days by dermal recurrence. B. Spiet- 
hoff"? reports a case in which, six weeks after injection of sal- 
varsan there was internal ear-involvement. Wassermann positive 
mixed treatment for five days without effect. Two new injections 
of “606” produced amelioration of the symptoms in several da 


11 


Werthier“ reports two cases of internal ear-involvement following 


salvarsan, which disappeared under mercury, and a third whicl 
persisted in spite of mercurial treatment but disappeared under 
salvarsan. Geronne and Gutmann™ in six cases obtained a cure 
or amelioration of the internal ear-involvement following salvarsan, 
by the further administration of the same remedy (obs. 3, 4, 9, 17 
12 and 13) in a seventh case under mixed treatment (obs. 8); and 


in one patient (obs. X) who would not accept another injection, the 
condition persisted. Ehrman’* reports a case of internal ear- 
involvement after salvarsan cured by a course of mercurial 
unctions, while M. V. Zeissl’® reports still another cured by met 
curial treatment. 

On the other hand, Peritz’® reports a case of neuro-recurrence 
of the eighth nerve following “606,” which did not disappear even 
after the third injection of salvarsan, and there are some others 
of a like nature recorded. Ingersheimer’* has made a comparative 
study of atoxyl and salvarsan. He arrives at the conclusion that 
the acid radical phenyl-arsenic is the cause of the toxicity of the 
atoxyl. This is not found in “606.” After injection of salvarsan 
in dogs and cats he was unable to find the lesions characteristic of 
poisoning by atoxyl. He therefore thinks that poisoning by arseno 
benzol is not to be feared. Of interest in this connection are th 
experiments of Paul Rothig'S who, by injecting arsacetin into or 
dinary mice has caused them to perform the movements of th 
Japanese dancing mice and found upon examination of the nervous 
system besides various other lesions a degeneration of the vesti- 
bular nerves ; and according to Seegman,** Beck at Urbantschitsch’s 
clinic has produced the same result with salvarsan. So it seems 
that these preparations of arsenic have (as far as white mice are 
concerned) what we may call a selective affinity for the vestibular 
nerve, or find here a point of least resistance. That the earlier ear- 
symptoms following “606,” those likened to the Herxheimer reac- 
tion, are for the most part at least limited to the vestibular ap- 
paratus, is somewhat suggestive in this connection. 
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Victor Urbantschitsch’® notes that in sixty cases sent to the ear 
clinic for examination after injection of “606,” five had disturb- j 
ances of the vestibular functions, appearing three hours, five hours 
and three days respectively after injection, and disappearing in 
from ten to fifteen days later. In the fourth case the symptoms 
appeared five weeks after injection and disappeared in seven weeks, 
and in the fifth case they appeared four weeks after the adminis- 
tration and were still present in the tenth week. Biehl*® reports the 
case of a soldier who had vestibular symptoms for two hours after 
injection, hearing remaining unaffected: ©. Beck* has taken up 
the subject of vestibular involvement after salvarsan and has re- 
ported a number of interesting cases and discussed the possibility 
of exactly locating the lesion by tests. He is inclined to considet 
the condition as analogous to the Herxheimer reaction. 

Numerous explanations have been advanced to account for these 
neuro-recurrences. I will mention but two. Ehrlich** contends 
that the “606” produces a sterilization through the blood, except m 
some of the osseous canals through which the cerebral nerves pass. 
Here the circulation being sluggish, a few spirochetae are enabled 
to escape the action of the remedy and proliferate, causing an 
inflammation (an osteo-periostitis perhaps) and swelling with pres- 
sure upon the nerve with consequent interference with function. 

Nichols** advances the theory that after the administration of 
“606,” most of the spirochetae being killed at once, no natural re- 
sistance is established, so that some focus in the nervous system 
which has escaped finds its development unopposed after the elim- 
ination of the salvarsan. After mercurial treatment, natural re- 
sistance is established as the spirilli are not killed so rapidly. Both 
of these theories are consistent with the observations of the serum 
reactions. A great many of these cases develop the neuro-recur- 
rence while the Wassermann reaction is negative. Later, as a 
rule, if treatment is not promptly instituted it becomes positive, 
while in a certain number the reaction has been positive at the time 
of the neuro-recidiv. The presence of a small focus of the spiro- 
chetae may occur with a negative reaction, but as they develop and 
their presence becomes general the reaction changes to positive. 

A consideration of the above would go to show that the best way 
to prevent nerve-involvement after salvarsan is to associate its 
administration with mercury and iodid of potash and to repeat the 
injection as often as may be necessary. After development of the 
neuro-recidiv the treatment consists in additional doses of the 
“606” associated with mercury and the iodids. 
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In conclusion I wish to say that I have been unable to find any 


evidence to show that cases with slight deafness were made 


wi 


orse 


by salvarsan. So aural symptoms, non-specific in origin, do not 


contra-indicate the administration of “606,” and if they ar 


by some process, specific in nature, they furnish a positive 


tion for the administration of the remedy. The contention of 


that “606” is not to be given in mild degrees of impairment o 


ing or in unilateral deafness on the ground that it is liable to destroy 
the remaining hearing-power is not supported by the facts, and to 
estrict the use of salvarsan to those cases in which the deafness 1 
extreme that nothing could make it worse would be t é 
many patients of the best remed vhich they possessed 
serve and improve the hearing 
Since \\ riting the above, the exhaustive m« nogrfraj h 7 penari 
- 1 | 24 ] e . Ss 
| peared He arrive in¢ I l S101 is 11 Ss torme 
le He { { ~ | hn | t ‘ { 1! the ’ system 
which 79 were of the eighth pair, 63 alone, ahd 13 associated 
involvement of otl r nerves 
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SYPHILIS OF THE UPPER RESPIRATORY TRACT TREATED 
WITH SALVARSAN.* 
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Unfortunately the diagnosis of syphilis of the upper respiratory 
tract is attended by numerous difficulties not met with in other loca- 
tions of the human body. ‘The history is not infrequently mis- 
leading, oftentimes made so intentionally by the statements of the 
patient. Arising, as the disease does, primarily by perversion or 
innocent infection, and frequently secondarily by heredity, the 
history is, therefore, usually worthless. Not only this difficulty in 
diagnosis arises, but also the fact that anywhere within the upper 
respiratory tract the constant heat, moisture, movements of the 
parts, and the ever-present hordes of bacteria, tend to change the 
picture from that of typical to one of atypical specific lesion. In- 
accessibility and artificial light have also great bearing. Not only 
do these causes have the effect of distorting the appearance of 
the lesion, but also occupations in which irritating gases or irritant 
particles are in the atmosphere in the manufacture of various 
commercial products. In this connection may be mentioned the 
use, or better, the abuse, of alcohol and tobacco. It behooves th 
specialist, therefore, to make a correct diagnosis in the shortest 
time possible during the primary and secondary stages. More in- 
dividuals are open to innocent infection by persons suffering from 
syphilis of the upper respiratory tract than from that in any other 
location in the body. This means, of course, that the mouth is here 
considered a part of the respiratory tract. As soon as a positive 
diagnosis is made, treatment to the fullest extent should be i1 
stituted. 

On account of the publicity given to salvarsan, undoubtedly many 
more cases of supposed syphilis of the respiratory tract apply at 
the clinic for treatment, either in the hope of an immediate cure or 
of obtaining a favorable statement regarding the absence of the 
disease. 

In the primary stage, or stage of initial sore, a diagnosis should 
be made, not by waiting for a postive Wassermann, but by means 
of direct examination of a scraping from the surface of the sore. 
The diagnosis thus made is absolute, as by means of the dark 


*Read at the meeting-of the Section on Laryngology of the New York 
Academy of Medicine, February 28, 1912. 
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field microscopic examination no fallacies of staining methods creep 
in to cause error, and it is immediate. The Wassermann reaction 
varies within seven days, or from three to four weeks, or it may 
be possibly only very weakly positive during the entire primary 
stage. There is positively no doubt that the exacting technic re 
quired to do a Wassermann reaction is a fruitful cause for the vari 
ance of opinions regarding its acceptance as a diagnostic factor 
This reaction, however, can be entirely dispensed with when the 
immediate examination shows the presence of the spirocheta pal 
lida. At this point I wish to emphasize the fact that no suspictou 
primary sore should be treated with any preparation of mercury 


1 


as, for instance, the common application of calomel and bismut! 


I 
in powder form, or the liquid application so frequently used, name 
‘lotio nigra.” When a positive diagnosis of chancre¢ 


made. then, and only then, should mercury, in any form, be applied 


[his may seem somewhat of a divergence, but when we consid 
how slight, in comparison to the following conditions, the initial 
lesion is, it is not within the sphere of conjecture to say that thé 
sequence of events that should follow the chancre are affected 
great extent by the action of a small amount of a hitherto so-called 
specific drug, which is applied for a number of days to a certatt 


localized area. This gives rise to many of the very difficult cases 
of diagnosis in the early secondary stage, throws out the reactions 
for the diagnosis of syphilis, and these same cases are, on account 
of the suspicious symptoms, etc., again put upon specific treatment 
without a clear, positive diagnosis ever having been made. In this 
ountry, at least, comparatively few cases of primary specifi 

lesions of the upper respiratory tract are seen, when it is considered 
by various authorities that of the present total population, betwee: 
fifteen to twenty per cent have, or have had, syphilis. The diagn 

sis in the stage of secondary eruption is attended with the sam 
lificulties from a physical stand-point, but when a positive diagno 
sis is made and proper treatment instituted, rapid results 
tained. But as the eruptions of this stage are usually of not lon; 
luration the really important results are to be obtained 





tiary stage when the condition has been of long duration and re 
sistant to treatment by other means than by salvarsan. 

My first case was of this kind but as it was presented before thi 
section last March, but brief reference to it will be made. 

\ tubercular syphiloderm of the ulcerative type and of many 
months’ duration had resisted all forms of treatment. The erup- 
tion involved the nose externally and neighboring areas of the 
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face, the inner aspect of each ala of the nose and a portion of the 
septum nasi in proximity. A dose of 0.6 gm. was given intra-ven- 
ously and in about four weeks the condition was completely healed 
and has remained so. Neither salvarsan nor any other anti-syphi 
litic remedy has been administered since. 

In other cases the success has been quite the reverse, especially 
in the deep-seated lesions of the nose and. in the larynx. In the 
latter location success with treatment is most gratifying from the 
standpoint of the saving of life, and failure attended with the most 
sudden and dire results. 

In this connection I wished to report a fatal case of syphilitic 
laryngitis:* Male, aged 29, American. Diagnosis: Syphilitic lar 
yngitis; initial lesion, July, 1901; intermittent treatment; throat 
trouble for six years. The attacks had been controlled by use of 
“drops.” On account of the loss of voice he applied at the Man 
hattan Eye, Ear and Throat Hospital for treatment. He was given 
salvarsan (0.6 gm.) intra-venously. Two days later marked im- 
provement of laryngeal condition, Four days later he was put on 
increasing doses of potassium iodid. Positive instructions were 
given to report every clinic day, which he did for about three weeks 
and during this time the improvement was progressive. The patient 
remained away from observation for about two weeks, but returned 
in worse condition than when first seen. He stated that he felt so 
well that he went back to his work of bridge painting. ‘The throat 
trouble returning he started to take the “drops,” as he called them, 
in the same dosage as when he stopped taking them. 


Laryngeal examination showed marked narrowing of glottis and 


g 
slight ulceration on the right arytenoid. Von Pirquet reaction 
negative. Hospital treatment alone was advised, but refused. 


Positive orders given te discontinue the iodid. Within two davs 
the patient died at his home of acute edema of the glottis. 

The notes of a second stubborn and unsuccessfully treated case 
of syphilitic laryngitis are as follows: Female, aged 25; Russian 


Diagnosis: Syphilitic laryngitis. Throat trouble of six years’ dura 


tion, at first of an intermittent character, but later continuous, fol 


lowed by dyspnea. Wassermann, positive. ‘Tubercle bacilli in 
sputum, negative. No bacilli of rhino-scleroma. Salvarsan (0.6 
gm.) given intra-venously. After a week no apparent laryngeal 
improvement but general condition much better. Within two 


weeks laryngeal condition greatly improved. Wassermann nega- 
tive. 
*The following case histories are of cases treated at the clinic of Dr 


Harmon Smith at the Manhattan Eye, Ear, and Throat Hospital, through 
whose kindness I report the cases. 
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The patient felt so much better that she did not return for treat- 
ment until two weeks later, that is about a month after the intra- 
venous injection of salvarsan. At this time the laryngeal and gen 
eral conditions were worse than when first seen. Immediate in 
jection of salvarsan advised. Patient refused and since then has 
not reported. The second case did not receive potassium todid, as 
the improvement of the laryngeal condition did not warrant its 
use under the circumstances. 


Two other cases in which large doses of salvarsan were given 


and poor results have been obtained are as follows: lale, aged 
28, Hungarian. Diagnosis: Syphilitic rhinitis; seven years ago 
contracted lues: treated for one year. \nterior rhinoscopy rt 
vealed perforated septum nasi involving greater portion of 
tilaginous, and considerable portion of bony septum. Both middl 
turbinates greatly swollen. Pus in both nasal cavities; salvarsan 


(0.6 gm.) intra-venous! In five days much improvement 


weeks later Wassermann strongly positive, gradually be 





weaker until within six weeks it 
ently on road to complete recovery. 


He returned in a few weeks complaining of headache in right 
| : 

frontal région. Right middle turbinate partially removed and a 

considerable quantity of pus escaped. Next day | 


Other intra-nasal conditions had remained as when last seen, n 


retrogression 


Four months later all of first symptoms had re 


ic i ‘¥ S 
sermann was positive. Naturally a second injection was advis« 
but the patient refused. 

Five months later, that is, exactly a year to a day, after the 
injection, the patient returned. Intra-nasal examination reveal 
second perforation posterior to the first, and naturally involvin 
the bony portion only. Within a few days 0.6 gm. of salva 
were again given intra-venousl\ Perforation increased stant 
ly in size. X-ray showed no sinus involvement. To date hav 


received repeated promises of his coming into the hospital for 
further treatment. 


The other case of specific rhinitis, the last I wish to report to 


night, is as follows: Female, 21 years old, Italian. Eruption oi 


several years’ duration. Shortly after its appearance the bridge of 
the nose began to fall in, and occlusion of the nostrils gradually 
came on. According to the patient an operation was performed 
one year ago to relieve the nasal occlusion. The condition was re- 
lieved for about four months, then became bad again. 
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Upon examination the occlusion could easily be seen and intra- 
nasally all structures discernible were greatly increased in size. 
Small perforation in anterior portion septum nasi. 

Positive Wassermann, Salvarsan intra-venously (0.6 gm.) ; im- 
provement rapid for a short time. Six weeks later Wassermann 
strongly positive and symptoms returned. Patient is to return 
soon for repeated small doses. 

The treatment of syphilis of the upper respiratory tract resolves 
itself into diagnosis and the means of combatting the conditions, 
and administration both as to dosage and frequency. If the pre- 
sence of the spirocheta pallida be shown in scrapings from a 
syphilitic area by means of the dark field attachment for 
the ordinary miscroscope, nothing further in diagnosis is required. 
[f negative, more than one attempt should be made. ‘This does not 
apply to tertiary syphilis. The positive or negative Wassermann 
reaction, when carried out by one experienced in this particular 
work, is very important for detecting the presence or absence of 
syphilis, especially when syphilitic areas are in accessible or in deep 
seated lesions where it is almost impossible to obtain scrapings fo 
examination. 

In the initial stage, unless a positive diagnosis can be made, the 
lesion should not be treated with anti-syphilitic remedies, and ! 
wish to go on record as protesting against the nefarious practice 
of applying mercury in various forms to every suspicious or sup- 
posed initial lesion in the absence of positive diagnostic data. I1 
either by miscroscopic findings or in the event of obtaining a posi 
tive Wassermann reaction, or by both means, the diagnosis is veri- 
fied, then active anti-syphilitic treatment should be instituted. 

This should consist of the ordinary or large dose, namely 0.6 
gm. of salvarsan, given intra-venously. In the course of a few 
days, that is five or six, a small dose 0.6 gm. should be given in 
the same manner, and repeated in a week. In five or six weeks 
a blood-examination should be made, the findings recorded, and 
whether positive or negative another dose given. In the event of 
its being positive the initial dose followed by the smaller ones as 
already mentioned should be administered, whereas if the reaction 
be negative the small dose 0.6 gm. should be given. A blood ex- 
amination at the end of five or six weeks is again made, and so 
on for several months. In the event of a positive finding, salvar- 
san must be given as in the third stage and supplemental with 
mercury. The administration of mercury with salvarsan will 
no doubt in time be termed the mixed treatment of syph- 
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ilis just as to-day the administration of mercury and the iodids is 
so named, although no doubt also the iodids will be retained in the 
treatment of syphilis, not as an anti-syphilitic per se, bus as an 
aid to the anti-syphilitic remedies. 


The administration of mercury, as before noted, should begin 


only when a positive diagnosis of syphilis has been made. This 
may be carried out as a local application to the lesion in the first 
stage, at which time it certainly is of great aid in cleari 


circumscribed inflammatory condition, or it may be administerc¢ 








in any stage by ction, which method however is exceedingly 
disagreeable to the patient, or by means of injecting 
juantity of a solution of known strength. ° latte l 
method so far as obtaining a systemic effect is 
administration of mercury per oram 

It is, however, in the tertiar stage that w meet r most 
evere pr blems In this tay the infecting cau 
attacked, the lesions are in the deeper, firmer st1 
the blood does not pass with the freedom it do n 1 Oo 
uperficial structures. We h , in this stage, an entrench¢ en 
and in order to bring the cc.udition under control, certain barrie 
must be broken down. This can be accomplished onl; 
ly, and during its progress the anti-syphilitic remedy must be, pra 
tically speaking, constantly in the organism. Therefore, large 
doses of salvarsan are not indicated, except in very rapidly pro 
gressive and destructive lesions. In order to act to the be 
vantage, the salvarsan should be as fresh as possible, that is, not 


depending upon a quantity that after a few days has no doubt un 


1 1 1 1 1 1 


dergone some minute change while in the body and, therefore lost 


some of its killing properties, but it should, rather, be given in 
+h a manner as to be effective constantly, and in as fres! yn 
dition as possible. The dosage then should be small, say 0.3 gm 
given once a week, or once in two weeks, but this rul not hat 
and fast and depends upon the clinical aspect as noted fr m 
to time, increasing rather the frequency than the size of tl S 


As salvarsan has no action whatever in breaking down patholo 
cal tissue, it is, therefore, necessary to admiinister some other 
remedy that has this property. This is recognized in the iodids 
which should be administered in increasing dosage except in 
laryngeal conditions in which much narrowing of the lumen is 
present, with the one exception and this is that the patient is so 
situated that an immediate tracheotomy can be done upon sudden 
notice. This then, is one class of cases that should be treated ab- 
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solutely in the hospital. Naturally the question promptly arises 
how long are we to carry out this treatment? This, of course, is 
a hard question to answer but if the administration of salvarsan 
shows by the clinical course of the disease that improvement is 
steady, naturally the treatment continues. It is, however, when 
all visible signs have disappeared that the most perplexing prob- 
lem of treatment confronts us. 

It is in this third stage then that the iodids are absolutely neces 
sary and although the patient appears cured the administration of 
the iodids should not be discontinued but given regularly and con- 
tinuously, whereas salvarsan should now be given every six or 
eight weeks in the 0.3 gm. dose for several doses. Then all 
medication should cease and blood-examinations be carried out 
every five or six weeks for several months. 

The presence of tertiary syphilis indicates one of two things, 
either that the other two stages were not treated at all, or else the 
treatment instituted to combat the disease was inefficient to fully 
eradicate it. It is then during the first two stages or, better still, 
as soon as a diagnosis is made any time previous to the third stage, 
that the most active treatment should be inaugurated. During 
these periods the patient is a menace to the community, while in 
the third stage he is a menace to himself, but not, according to th¢ 
consensus of opinion, infective to others. The length of time 
patients should be treated for syphilis is still an undecided ques 
tion. We must be guided by clinical findings at each examination, 
the presence or absence of the positive Wassermann reaction and 
probably more important than all—time. 


SUM MARY, 

1. Patients receiving salvarsan should be under absolute con 
trol. It is when considerable improvement is noted that they be 
come elated and consequently fail to report as demanded, and do 
so only when the condition becomes worse again. 

2. As just noted, patients remaining away from observation, fre 
quently suffer relapses when given only a single large dose. When 
the condition does return it is usually more severe and its course 
much more rapid than before the treatment. 

3. Laryngeal cases with marked stenosis should be treated in 
hospitals and the iodids either not administered at all or only when 
definite increase in the size of the lumen of the larynx is de 
monstrable. These cases may suddenly develop edema of the 
larynx when receiving the iodids. 
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4. Superficial lesions are much more amenable to treatment 
than deep-seated ones; therefore patients with superficial lesions 
should receive large doses and the others small doses. 

5. The relation between the Wassermann reaction and the 
curative effect of salvarsan as seen by the favorable course of the 
lesions has been very irregular—faulty technic may play a great 
part in this. 

6. The element of time will play a great part in the recognition 
or the reverse, of salvarsan as the true anti-syphilitic 

7. The laity has become thoroughly convinced, erroneously of 
course, that one dose of salvarsan is all that is necessary and if 
there is a return of the condition their scepticism is so strong that 
frequently they will not immediately allow other injections to be 
made. ‘This is another educational problem for the profession 

8. The method of introduction of salvarsan into the human 
economy is by the intra-venous method 


14 West Forty-Ninth Street 


The Respiration of Deaf-mutes. Huco Stern, Monatsschr. | 
Ohrenh. u. Laryngo-Rhinol., Bd. 16, Heft 3, 1912, p. 257. 


In all deaf-mutes examined by the writer, there were noticeabl 
by mere inspection and auscultation respiratory disturbances, th« 


details of which could be analyzed and studi 





graphic method 


only. There is a characteristic respiratory curve in both congenital 


and acquired deaf-mutism, being of diagnostic value in differentiat 
ing the two conditions. The respiratory disturbances are caused by 


the exertion of the deaf-mute in speaking and by the inadequat 
consumption of the volume of respiration. 

There exists a close relationship between the inco-ordinat 
respiration of the deaf-mute and the movements of his larynx ; thus 
the insufficient development of speech and voice as well as the 
musical, dynamic and temporal accent may be explained. The 
writer recommends systematic breathing exercises in early child 
hood, during the education of the deaf-mute and afterwards as an 


important factor in developing speech and health. GLOGAU. 














THE WASSERMAN REACTION AND SALVARSAN IN 
DISEASE OF THE SPECIAL SENSE-ORGANS. 


BY E. R. CARPENTER, M. D., EL PASO, TEXAS. 


The remarkable advancement in the diagnosis and treatment of 
syphilis during the last few years has enabled the specialist to 
satisfactorily clear up many mooted conditions, and outline this 
department of medicine as nothing else could have done. The main 
factors in this work has been: (1) the discovery of the cause, the 
spirochetae ; (2) the Wassermann reaction, and the various mod- 
ifications; (3) the perfecting by Ehrlich of the therapeutic meas- 
ure, salvarsan. Certain recognized departures, especially attributed 
to the special sense-organs, have no doubt tempered the enthusiasm 
of many regarding these measures in their fullest sense of useful- 
ness. 

Since the spirochetae have a rather selective tendency for the 
character of tissue, composing the special sense-organs, especially 
the eye, syphilis is probably encountered more frequently here than 
in any other part of the body, and as a rule what applies in diagno- 
sis and treatment of syphilis in the eye, is also applicable to the 
other special sense-organs, while it is also recognized that, in gen- 
eral, the results of both the Wassermann reaction and the useful- 
ness of salvarsan in these localities are hardly so satisfactory as in 
the organism as a whole. 

Owing to the anatomical relation of these structures, the natural 
injury that might occur to such delicate structures, either by the 
disease, or from the toxic action of the remedy, might pass un 
noticed in certain other organs, (Ehrlich). 

In syphilis of the eye and its appendages, the Wassermann reac- 
tion has not materially changed the percentage of correct diagnoses, 
but as stated, has given us a better grasp on the assurance of cor- 
rectness, and has been of material service in dealing with the 
puzzling question as to the ultimate fate of salvarsan, which dur- 
ing the last eighteen months has received more attention than any 
other question before the medical world. Other arsenic remedies 
that were of unquestionable therapeutic value have been abandoned, 
owing to the damage liable to occur to the special sense-organs. 

In nose and throat work the Wassermann reaction is of great 
advantage as in other regions, in helping to clear up doubtful cases, 
1104 
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but it is also evident that in nose work, especially in hereditary con- 
ditions in children, that a negative reaction frequently occurs where 
it is absolutely certain syphilitic processes are active. This has 
been especially noted by Hirsch, Glas, Mengel, and others, and 
has occurred in cases that responded promptly to anti-syphilitic 
remedies, Considerable investigation has been done as to the rela- 
tion of ozena, atrophic rhinitis and syphilis, most observers con- 
cluding that there is no special relation between simple atrophic 
rhinitis and syphilis, while ozena is frequently of luetic origin, also 
a positive Wassermann is frequently found in chronic sinus trou- 
bles, laryngitis, tonsillitis, etc., of obscure origin. 

The Wassermann reaction is of more value to the aurist than to 
any other specialist, for in this instance it is far more than cor- 


roborative. Beck, of Vienna, states that thirty-two per cent of 
clear-cut nerve-deafness are of luetic origin. The same authority 
has proved by the Wassermann that otosclerosis, (a chronic pro- 


gressive form of deafness and the great stumbling-block in ear- 


work) is not luetic, notwithstanding the claims of many previous 
writers that it was of some syphilitic form. Six per cent at least, 
of hereditary syphilitic children have inner-ear disease, many grow- 
ing deaf: during the first year, or gradually getting worse until 
puberty, irreparable damage resulting. Not only inner-ear and 
nerve trouble, but also some cases of middle-ear catarrh and dis- 
charge, can frequently be traced to a specific origin. Interference 
of hearing occurs from so many sources, and complications in 
diagnosis so frequently arise that nobody can fail to appreciate the 
Wassermann reaction in this work. 

As stated, the apparent untoward effect of salvarsan on certain 
cranial nerves has heretofore shorn this therapeutic measure of 
some of its prestige as a universal remedy for syphilis. Most au- 
thorities to-day, including Ehrlich, Wechselmann, Schwabach, Haike, 
Flemming, Géronne, Gutmann, and many others contend that the 
various forms of neuritis, especially optic and auditory, are not 
due to the toxic action of the salvarsan, but to a renewed activitv 
of the dormant spirochetae in these locations, which are walled off 
by interstitial changes, and if repetition of the injections are not 
used, a simulation of drug-irritation is produced. Repetition of the 
remedy destroys the foci, and improvement results., It is possible 
many similar manifestations have been overlooked by observers in 
the pre-salvarsan time, but it must be admitted the apparent rela- 
tive frequencies of these relapses are now much more noticeable. 
In Finger’s clinic three cases of auditory involvement, during 
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early syphilis after salvarsan injection, were seen in six months, 
while Alexander observed in the same clinic only nine cases in the 
pre-salvarsan time, during a period of six years. The fairly con 
stant appearance of these relapses in a period of several weeks 
after the injection would indicate that the treatment is in some 
way closely associated with the pathological process. Most cases 
of relapse have occurred in early syphilis, whereas it would appea: 
they should occur in the later stages, if due to salvarsan not being 
able to reach the spirochetae. Anatomically there must be othe 
tissues and regions in the human body that should offer just as 
much protection to the spirochetae as the nerve region usually in 
volved, for instance, other nerves at the base of the brain and in 
the pelvic region. The well-known toxic action of previously used 
arsenic compounds, notably, atoxyl, arsacetin, etc., was so marked 
in this region that these therapies had to be abandoned. Stern 
reports a case of oculo-motor paralysis following the use of salvar- 
san in a possibly luetic patient, giving a negative \Wassermann re 
action before the injection, while arsenic was found in the urine 
six weeks later, at the time of paralysis of the oculo-motor. 

Several writers have reported cases of permanent involvement of 
the eyes, ears and other cranial nerves, even where salvarsan had 
been repeated, but this class of cases is infinitely small when the 
ultimate results are compared without the use of salvarsan, as we 
all realize the great number of permanent cranial nerve-lesions at 
tributed to syphilitic origin, in pre-salvarsan time. These lesions 
were notably in the same group of nerves as involved in the sal 
varsan question. 

Ehrlich found one case of optic atrophy after salvarsan in 30,000 
collected cases with previously healthy eyes. This was Finger’s 
case, but it had been treated with other arsenic preparations previ 
ous to the use of salvarsan. 

Géronne, and Gutmann had thirteen relapses in 300 cases of 
syphilis with salvarsan. All these cases recovered by the farther 
use of the remedy; two of these were optic neurites, six were 
auditory cases, one of which was treated with mercury with no 
result, but afterwards cleared up with more salvarsan. 

Wechselmann and Haike report 2,500 cases with salvarsan, with 
acoustic involvement eight times. Most of these recovered rapidly 
by repeated injections. 

Benario, in a collection of 14,000 cases, found optic neuritis 
forty-one times, auditory involvement sixty-two times, oculo-motor, 
eight times, abducens, three times. Almost all of these cases made 
complete recoveries. 
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Flemming, of Berlin, reports 165 cases treated with “606,” in 
which there were no relapses. 

Innumerable other reports are on record, but the above repre 
sents. on the whole, the condition as it exists at the present tim 
The relation of sal san, the s heta¢ é | y 
process will be full etermin¢ nly when mebody has ’ 
ypportunity to examine post-mortem thx ndit 
dergoing these relapses 

e rtoreg g it! 
ig arg ne ) o r 
rene lly trans 1 1] 

Relans cases oI 
1 ved to be a s ¢ en Rel ‘ 
the se of salvars S - [ 
eason that so mai yf re S¢ ( 

a ° 
‘ | 7 = 5 Se a ara 
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record during pre-salvarsan time that showed thi t clini 

mdition met with in the post-salvarsan treatment. 7 fercurs 
lone heals many relapses. whereas, mercury is not remedy it 
in sense of the word in treating toxic conditions from arsent 
but is of immense value in specific disease. 8. Most all relapsing 
cases are promptly healed by injection of more salvarsai mi 


times requiring repeated injections 

When we consider the great amount of misery daily met with in 
disease of the special sense-organs resulting from syphilis, as blind 
ness, deafness, interstitial keratitis, iritis, irido-cyclitis, squinting 
children, syphilitic nasal catarrh, miiddle-ear trouble, deformitie 
of the nose, loss of voice, and innumerable other conditions, highly 
dependent on syphilis, not to mention the disease in general and 
its consequences. one must admit that Ehrlich has given to the 
world in salvarsan a therapeutic measure, which, if not an abso 
lute specific, is at least entitled to classification along with small 
Pox vacine, quinin, and diphtheria antitoxin. The adverse features 
encountered with this remedy are about on a par with other great 
measures. 

There is not at present any known condition of the eye, contra 
indicating the use of salvarsan in syphilis. The same applies to 
the auditory apparatus although some claim that perhaps where 
the vestibular portion is involved, it is contra-indicated. 
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ILLUSTRATIVE CASES. 

Case 1. March 31, 1912. Dr. W., aged 35, was referred to me 
one week ago by Dr. Crouse, the patient having a throat trouble 
that had existed for two years; during the last year he has not been 
able to talk, and for the last month has gradually grown worse 
until it is almost impossible for him to get enough air through the 
larynx, at times, having to rush out into the cold air in the night- 
time to keep from choking to death. The night before I saw him 
he thought he was going to die. Examination of the larynx showed 
the epiglottis somewhat swollen and infiltrated. The arytenoids 
were markedly infiltrated, the right one having an ulcer extending 
to the fold of the epiglottis, almost the size of a ten-cent piece. 
The glottis itself was practically filled with diffuse tumor-like prom 
inences, the one on the left cord being about the size of a hazel- 
nut. Others were scattered and closely compressed over the entire 
inner surface of the larynx. The entire larynx had a deeper red 
color than normal, practically no secretion was to be seen. There 


was no history of pain, no enlarged glands, no tubercular involve- 


ment.of the lungs, no loss of weight, no fever. There was no 
specific history in this case. A section showed microscopically only 


inflammatory tissue. No tubercle bacilli could be found from the 
ukecer. Wassermann reaction was positive. In this case, our onl 
guide as to treatment was the Wassermann reaction, and owing t 
the gravity of the case, salvarsan was advised immediately. In 
twenty-four hours the improvement was remarkable, and has con- 
tinued every day, until now, (one week later) the ulcer is entirely 
healed, and the patient has ample breathing-space with very: distinct 


shrinkage of the tumor-like masses. As to the ultimate outcom¢ 


of this case, it is too early to draw conclusions, but the outlook is 


very favorable. (Later note: improvement has continued). 

‘ase 2. December 29, ro1r. Mr. C., aged 45, family history 
good, no deafness in family, states he has gradually been getting 
deaf for fifteen years, his general health has always been good until 
the last two years. During this time has lost thirty pounds in 


weight, has severe head-noises, and his hearing has rapidly grow 
worse. He complains of loss of energy, pain in back and shoulders, 
and feels that he is in a constant tension. Blood-pressure, 125. 
Ixamination shows some hypertrophic nasal catarrh, drums and 
middle-ear practically normal, tubes open. Hearing-test: right ear, 
conversation one foot, whisper not heard; left ear, conversation 
four feet, whisper indistinct. Weber top of head, Schwaback 
short, Rinné short,‘ positive both ears. Lower tones below 128 not 
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heard, high-tone limit very much shortened; no dizziness 
nystagmus. Vision normal in each eve with correction. Fundus 
normal. Absolutely no specific history. This was a clear-cut cas 
of nerve-deafness The case was examined b Dr. Crouse vl 
found early symptoms of tabes dorsalis, and positive Wasset 


mann reaction. From February 1o to March 10, this patient re 


ceived three separate .3g. doses of salvarsan intra-venously. S« 
enteen days after the first injection, the patient’s hearing had great 
ly improved. Patient feels very much better, has gained in weight 


and can relax himself. Thirty days after the first injection, th 
last time that I saw the case, conversation-speech had increased 1 


the right ear from one foot to ten feet. He could hear a whis 


pered voice fairly well at close range. The high and low ton 


could be heard from C, to C,. Patient felt that he had almost 
entirely regained his health. (In a letter received one month later 
the improvement had continued, especially the hearing). 

Case 3. October 8, 1911, Mrs. P., aged 45, was referred to Ds 
Rogers in regard to condition of the eye-groun ls, as it was a cast 


f secondary syphilis, and he intended giving salvarsan Visio1 


in both eyes normal. Fundus normal. October 12, 1911, receiv 
275 g. salvarsan intra-venousl November 6, Ig911, received .5 
g. salvarsan intra-venously. December 15, 191 patient report 
ision had been failing for one weel Vision, right eve, 20-7 
eit eye, 20-3 Fundus ¢ tinit 
Patient was put on mercury treatment hicl l ntinu 
March, 1912, during whi e the u m 
each eye until it was 20-100 in each eye, March 19,19 I 
ening examinations while under the met 
improvement, but the condition would again rel 
March 25, .3 g. salvarsan given intra-venous! [hree days later 
sion right eve 20-50 |{ ): left eve, 20 70 \1sion mtinus 
mprove rapidly until April 5, 1912, right eye, 20-30; left « 
-30, while the neuro-retinitis was rapidly clearing up. More s 
arsan and mercury will, no doubt, ultimately restore these ey« 


practically a normal condition his is not the cout 
tollowing neuro-retinitis in latent syphilis, or from the toxic a 
f any of the drugs, but is the usual condition from tl 


injections of salvarsan in such cases as the above 


Roberts Banner Building. 














CHANCRE OF THE TONSIL WITH REPORT OF A CASE.’ 


BY NORTON L. WILSON, M. D., ELIZABETH, N. J. 


” 

When we consider that 55 per cent of Rosenquest’s, 6 per cent of 
Stribel’s, 5 per cent of Munchheimer’s, 3.5 per cent of Bulkley’s 
and 2.2 per cent of Fournier’s cases of extra-genital chancres were 
of the tonsils, we are forced to conclude that if 14 per cent of all 
extra-genital chancres occur on the tonsils, some of us have failed 
to recognize it. I am inclined to think these figures are a little 
high, because some of the cases reported have been duplicated. So 
far as I have been able to learn, there have been reported about 
6,000 cases of extra-genital chancre, of which about 600 were located 
upon the tonsils—that is, about ten per cent of non-venereal chan- 
cres are located upon the tonsils. According to Guttman, Levy and 
others, chancre of the tonsil is five times as prevalent as primary 
tuberculosis of the same organ. Chancre of the tonsil is by no 
means a common affection, and yet it is twice as common as chancre 
of the tongue. But chancre of the lips, tongue, buccal surfaces and 
tonsil is not so infrequent that it should not have presented itself to 
all of us. 

As far as I have been able to discover, the only mention of 
chancre of the tonsil made before this society is by Dr. Arthur G. 
Root, in a short paper with report of a case read at the annual meet- 
ing in Washington, 1897. 

The following case is of interest and is similar to the cases re- 
ported by Chappell, Evans, Rhodes, Delavan, Foster, Thrasher, and 
others. 

Mr. X. Y. Z., age, 33; height, 5 feet, 2 inches; weight, 185 pounds ; 
salesman. He consulted me in the fall of 1909, complaining of sore 
throat with difficulty in swallowing and some general malaise. No 

ough or expectoration except that which arose from the irritation 
of his throat. Examination of his throat showed a somewhat large, 
purplish-red tonsil on left side in the center of which was a round 
ulceration about one-half centimeter in diameter. It was covered 
with dirty, gray exudate which covered the crater of the ulcer and 
extended to its periphery. The tonsil was somewhat hard and 
unyielding to the sense of touch. The submaxillary and cervical! 
glands on the left side of the neck were slightly enlarged. His tem 


*Read: at the meeting of the Eastern Section of the American Laryngo 


logical, Rhinologicali and Otological Society, Newark, N. J., January 2¢ 
1912 
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perature was 99°, but he perspired freely. After excluding tuber 
culosis, carcinoma and Vincint’s.angina, | suspected that we had a 
chancre to deal with. An examination of his penis showed it to be 
free from scars or the presence of a chancre and no rash could be 
seen on face, body nor arms. After a very careful interrogation 
he admitted he had been kissing a woman of questionable character 
about three weeks previously and he afterwards learned she was 
probably syphilitic. Black wash was prescribed as a gargle and an 
intra-muscular injection of salicylate of mercury was given. The 
patient was so thoroughly chagrined at my diagnosis that he ré 
turned to his family physician, who had treated his throat for 

week before I saw him. He told his physician what I had said and 
they both agreed I was mistaken. If the man had not been intelli 
gent and suspicioned I might be correct in my diagnosis he would 


1 


have stuck to his family physician and been wrecked. At my sug 
gestion he consulted a syphilographer who had a Wassermann test 
made which was positive. ‘The intra-muscular injections of sali 
cylate of mercury were continued. His throat symptoms disap- 
peared and his general health improved. 

In the fall of 1910 he consulted me for a diplopia which I found 
was due to a paresis of the left superior oblique muscle. This con 
tinued until February of 1911, when 1| advised him to try the sal 
varsan treatment, which he did, with the following results: 

February 8, 1911. He was given an intra-venous injection of 
“606.” In March, the Wassermann test was plus, plus. April 6 
the test was plus, minus. April 13, he was given a second intra 
venous injection of salvarsan and in June the Wassermann test was 
slow negative. July 1, the test showed one plus. The third intra 
venous injection of “606” was given on August 7. October 18, 
Wassermann test was clean negative. November 18, test was clean 
negative. He took small doses of mercury proto-iodid. 

My object in reporting this case is three-fold: First, to keep in 
our minds the fact that chancre of the tonsil exists and we must 
be prepared to make a diagnosis ; second, that primary extra-genital 
chancre is not always due to bestial practices but is contracted by 
the innocent and we must warn our patients of the contagiousness 
of this disease; third, the liberal injection of salicylate of mercury 
loes not ward off a paresis of an eye-rhuscle and the demonstration 
of the utter uselessness of the salvarsan treatment unless subse 
quent bioud tests are made to ascertain whether or not our patient 
is free from the disease. 
410 Westminster Avenue. 








MASTOID SEQUESTRA CONTAINING ALL THREE SEMI- 
CIRCULAR CANALS, WITH A REPORT OF THE 
SUBSEQUENT LABYRINTHINE REACTION.” 


BY }. M. INGERSOLL, M. D., CLEVELAND. 


The patient was a well-nourished girl, 6 years old. Two months 
before she came to the hospital, she had scarlet fever with a puru- 
lent infection in the right ear, About three weeks after the infec- 
tion in the ear occurred, she had severe headaches, with dizziness 
and nausea, but these symptoms had gradually disappeared. The 
subsequent history proves that these symptoms were due to a puru- 
tent labyrinthitis. 

When I first saw her, September 6, 1911, there was a profuse, 
purulent discharge from the right ear and the auditory canal was 
filled with granulations. The mastoid was swollen and_ tender. 
There was no facial paralysis nor spontaneous nystagmus. She was 
admitted to Lakeside Hospital and operated upon the next day. 

When the tissue over the mastoid was retracted, after making the 
isual incision, a bony sequestrum, about two centimeters long and 
one centimeter wide, was removed. ‘The field exposed by the re- 
moval of the sequestrum was covered by granulation-tissue and in 
attempting to remove this with a curette a second sequestrum was 
discovered, and easily removed with forceps. The sequestra were 
immediately examined. ‘The first one contained most of the mastoid 


cells and the second one was composed of the major part of the 


petrous portion of the temporal bone, including all three of the 
semi-circular canals. The removal of the sequestra had exposed 
the sinus and the dura of the middle and posterior fossae. - All of 


these structures seemed to be covered by healthy granulation tissue. 
1 


of the annulus tympanicus and all of the ossicles had been destroyed 


e posterior bony canal-wall and the posterior and inferior part 


necrosis. None of the land-marks of the tympanum could be 
seen and because of fear of injuring the facial nerve, if it were 
still intact, practically nothing was done in this region. The Panse 
plastic operation was made and the mastoid wound left open. 

It seems probable that the facial nerve was exposed by the 
removal of the second sequestrum but there has been no facial 
paralysis nor any indication of irritation of the nerve. 

Read at the meeting of the American Laryngological, Rhinological and 


tological Societ Philadelphia, May 14, 1912 
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The temperature, on the day of the operation, was normal ; thx 
normal in three days and the patient left the hospital ten days afte: 
the operation. There was no spontaneous nystagmus and no 
turbance in equilibrium, for the vestibular nerve had been destroyed 
by necrosis before the patient came to the hospital. 

‘he question of labyrinthine compensation like many other pr 


following day it went up to 100.9° and.then gradually returned to 


lems relating to the labyrinth, is still an unsettled one. 
A diffuse, purulent labyrinthitis probably destroys .the labyri 


thine nerve-ending by septic infection. A labyrinthine operation 
destroys some of the nerve-endings by removing part of the laby 
rinth ; but in each case there is the possibility of part of the nerve 
endings remaining intact and still, transmitting some impulses from 
the affected labyrinth, even though the labyrinth does not react t 
any of the functional tests. In other words, as long as a part of th« 
labyrinth remains in position we cannot be sure that it does not 
exert some influence in the maintenance of equilibrium. The time 
will probably soon come when we can absolutely exclude one laby 
rinth by functional tests but we have not yet reached that point. 

When the whole labyrinth has been removed we can certainly 
exclude that labyrinth and the results that we get from our fun 
tional tests must be attributed to the other labyrinth. 

In my patient, nature had done a radical mastoid and labyrinthin: 
operation and we can positively exclude the right labyrinth; so that 
the tests show how much the left labyrinth has compensated the 
loss of the right one. 

Since the patient recovered from the operation she has been 
under constant observation. Spontaneous nystagmus, of the first 
degree, toward the normal (left) side is occasionally present 
Caloric and galvanic reactions are absent on the right (affected 
side and are normal on the leit side. 

The labyrinthine turning-test has been tried regularly at least 
once a week and sometimes two or three times weekly. The tests 
reported have all been made with the patient’s head in the upright 
position and the results are attributed to the left horizontal semi- 
circular canal. On account of the age of the patient (6 years) it 
was difficult to fix the head in any other position and the tests for 
the other canals were unsatisfactory. The first turning-test, made 
two weeks after the operation, gave nystagmus to the left, sixteen 
seconds, after turning the patient ten times to the right ; nystagmus 
to the right, twelve seconds, after turning to the left. The turning- 
tests, made at regular intervals after this showed a gradual increase 














1114 INGERSOLL: MASTOID SEQUESTRA, 


in the duration of the nystagmus in each direction, the ratio of the 
difference between the two sides remaining about the same. The 
shortest duration of the nystagmus was seen at the time of the 
first test after the operation (left, 16 seconds, and right, 12 sec- 
onds) ; the longest duration was on January 12, and on February 
24, four and one-half, and five and one-half months respectively 
after the first test. These two tests each gave nystagmus to the 
left, 40 seconds, and to the right, 25 seconds. The average dura- 


tion of the nystagmus in thirty consecutive turnings, extending 





Mastoid sequestra. The outline drawing is diagramatic and the seques- 
tra were placed upon it and photographed so as to show their relative 
position and the position of the neighboring structures. The three semi- 
circular canals can be seen. Parts of the anterior vertical and posterior 
vertical canals have been destroyed by necrosis The horizontal canal is 
complete 


over a period of six months was nystagmus to the left, 28.1 seconds, 
to the right, 16.4 seconds, the average ratio of difference between 
the two being 1.71. 

We cannot safely draw conclusions from one case, but we can 
compare the results of the labyrinthine tests in this case with the 
accepted standards. ‘The average duration of the nystagmus after 
turning, when both labyrinths are normal, is thirty seconds. If one 
labyrinth has been destroyed we have supposed that the duration of 
the nystagmus, after turning, was shortened about ten seconds for 
the normal side and twenty seconds or more for the pathological 
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side, and that the ratio of difference between the two was at least 
two to one. | 

In my case the nystagmus for the normal side has gradually re- 
turned to about the normal duration (28 to 30 seconds), and for 
the abnormal side to a little more than one-half of the average 
duration (16 to 17 seconds), The ratio of difference between the 
two sides has never been as great as two to one. Clinically, com- 
pensation is complete. The patient is apparently a normal child, 
with no dizziness nor other symptoms of labyrinthine trouble. 
Evidently the normal labyrinth is stimulated in the usual way by 
the tests which affect that side and less actively stimulated by the 
tests which would affect the other labyrinth if it were intact. In 
other words, although one labyrinth has been destroyed, the move- 
ment of the endolymph in either direction in the normal labyrinth 
causes stimulation of the labyrinth, and the labyrinthine reaction 
is greater for the normal side than it is for the pathological side. 

Dr. Ruttin, of Vienna, in his book on the labyrinth, which has 
just been published, says that if one labyrinth has been destroyed, 
testing the horizontal canal of the normal labyrinth by turning 
gives horizontal nystagmus toward the normal side of ten to fifteen 
seconds’ duration, after compensation has taken place, and that com- 


pensation, in his experience, is established only in cases of long- 
standing total destruction of the labyrinth. He also says that in 
such cases we must assume that the movement of the endolympl 
in either direction in the horizontal semi-circular canal causes a 


labyrinthine reaction with nystagmus. 

This is the generally accepted opinion, but in my case compensa- 
tion was fairly well established two months after the destruction of 
the labyrinth, and at the end of six months the difference in the 
duration of the nystagmus toward the right and toward the left, 
caused by the turning-test, was often less than ten seconds, or no 
greater than the difference which may be present when both laby- 
rinths are normal. 
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Luetic Disease of the Ear and Salvarsan, [.ANG. Casopis lekarut 
ceskych, No. 10, 1912. 

Lang reviews the literature as to the present status of salvarsan 
therapy and the ear, and reports two personal cases. ‘The author 
thinks that the cases recorded point to the fact that the vestibular 
lesions are directly due to salvarsan. He points out that one must, 
however, consider the occurrence of deainess complicating lues, 
even when no salvarsan has been administered, (Wanner’s case). 
It is true that the aural symptoms often disappear after further 
doses of the drug, yet they also disappear frequently without fur- 
ther therapeutic measures. 

His first case was one of aural affection due to congenital Jues 
in a man of 19 years. There was present bilateral neuritis of the 
nervus cochlearis, of a luetic nature. On the seventh day after the 
salvarsan injection the hearing improved. 

The second case, a girl of 11 years, was entirely deaf on the right 
ear and partially so on the left. Four days after the salvarsan, im- 
provement, which continued for four days. After another four 
days, however, the hearing capacity again decreased. 

lang admits that salvarsan has an unfavorable effect on the ear 
in some cases and the ear, therefore, should be examined before 
the injection. Nevertheless, in stubborn luetic aural infection 
salvarsan is indicated. - Ep. 




















THE REPORT OF A CASE OF SINUS THROMBOSIS, EX 
CISION OF THE INTERNAL JUGULAR, WITH RECOVERY. 


BY CHARLES W. RICHARDSON, M. D., WASHINGTON, D. 


On June 8, 1911, I was called to see a young woman, 20 yeat 
f age, with the following history: Since her tenth year she had 
had a suppurative otitis, involving the left ear, secondary to an 
infection from measles. The ear had continued to suppurate mod 
erately until the advent of the present illness. Until that time th 
ear had caused her no pain nor discomfort other than the contin 
uous discharge, which was always more or less offensive. She had 
been very ill for over a week when I first saw her. She had had a 
severe chill, followed by profuse sweating for each of the five days 
preceding my visit. There was great spontaneous pain over the 


S 


mastoid region, radiating over the head, more intense at night dur 


ing all this period, increasing in severity each day. Digital ex 
ploration proved the whole mastoid region exquisitely sensitive 
No temperature had been taken until the morning of the day wher 
[ was called into consultation by Dr. Billard, although, until that 
morning, when Dr. Billard was asked to take charge of the cas¢ 
the patient had been under the observation of an aurist. 

Dr. Billard’s first clinical observation of the case caused him at 
mce to recognize its nature and gravity. The temperature then 
taken gave a reading of 105°. The patient was extremely anxious, 
suffering great pain, of a sallow complexion, with a temperatur: 
yf 102°, and a pulse of 120 when I saw her late the same evening 
The auditory canal contained a small amount of extremely fetid 
pus. The cavity of the tympanum was completely exposed, the 
membrane and ossicle being entirely absent. A diagnosis of sinu 
thrombosis was made and the patient was sent immediately to th 
hospital for an operation early the next day. Blood count demon 
Strated a leucocytosis of 23,000, differential 86 per cent 
polymorphonuclear. 

Operation :—I had decided to open the mastoid first and then to 
be governed in my further operative procedure as the case ré 
quired. The patient was in fair condition, with a temperature 
of 103°, just before the administration of the anesthetic. On re 
moving the cortex, over the antrum, extremely offensive pus 
actually projected itself several inches about the operative field 


*Read at the meeting of the American Otological Society, June 10, 1912 
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The sinus, which was unusually high and anteriorly placid, im- 
mediately filled in the place left by the escaped pus, embarrasing 
all further operative procedure until the sinus was dealt with. 

A free exposure was now made of the sinus, which was firm and 
hard throughout the whole limit of exposure. On opening the 
sinus it was found to contain an organized clot, which, on removal, 
measured three centimeters in length. As an evidence of the na- 
ture of the clot, through a mistake of the pathologist to whom it 
was sent to ascertain the form of infecting organism, it was mount- 
ed and cut, through the impression that it was a piece’ of tissue. 
The circulation was restored posteriorly through the removal of 
the clot. Free curretting into the jugular bulb failed to restore 
the circulation from below. The antrum and aditus were thor- 
oughly curetted after the sinus had been given attention. The in 
ternal jugular was then exposed and excised throughout nearly its 
whole course. The jugular wound was closed and a gauze drain 
inserted. The patient was returned to her room in excellent con- 
dition. The highest temperature reached the following day was 
100°. ‘The temperature never rose above the normal afterwards 
and the patient made a perfectly uneventful recovery. The jugular 
vound healed throughout nearly its whole course by primary 


Unfortunately, the infecting organism was not ascertained 
through the mistake made in the instructions given to the patholo- 
gist. This case proved very instructive and interesting to us, as 
rom the duration of the infection and the intensity of the symp- 
toms, it seemed as though it were the most unfavorable case for 
successful operative intervention that we had met with; neverthe- 
less, the result obtained proved contrary to our expectation. 
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Local Salvarsan Therapy With Special Reference to Spirochetes 
in the Oral Cavity. 7112, Muench. med. Wehnschr., 1912, p. 21 
The author obtained good results by applying salvarsan in non- 
specific ulcerative conditions in the mouth, in various inflammatory 
conditions in the gums, and in Vincent’s angina. The lesions are 
first cleansed with the warm physiological salt and a ten per cent 
aqueous or glycerin solution or oily suspension of the salvarsan is 
then applied. Rapid healing is reported. Ep. 














FOUR CASES OF FRACTURE OF THE LARYNX.” 
BY WALKER DOWNIE, M. D., F. R. F. P. S., GLASGOW. 


Fractures of the laryngeal cartilages are somewhat rare, and as 
they are interesting as well as rare, I thought it might be of interest 
to readers of Tur J.ARYNcoscops to have particulars placed before 
them of four cases which have come under my observation during 
the past eighteen months. 

The larynx, though placed superficially in front of the neck, is 
so freely movable and its cartilages are so elastic when healthy, that 
it very wonderfully contrives to escape serious injury. Ossifica- 
tion of the cartilages, or any condition which may lead to pre- 
mature senile changes, render the cartilages more liable to fracture 

The larynx is rarely fractured by a direct blow, unless at the 
moment of injury the larynx is supported on the vertebral column 
as may occur when the head is bent forwards. It is more likely to 
sustain a fracture by firm lateral compression, such as in garrotting 
When a fracture does result from direct injury, it is usually cause 
by the larynx coming into violent contact with a sharp ridge, sucl 
as may occur by the sudden accidental stumbling of the individual 
who in his fall strikes the front part of his neck against some hard 
and more or less sharp structure. 

A fracture of the thyroid alone is much less serious than a frac- 
ture which involves the cricoid cartilage as well as the thyroid 
Edema, emphysema and suppuration are complications which may 
supervene, and which may lead to serious consequences. In all of 
the following cases there was edema of the laryngeal mucosa, in 
two cases there was suppuration, resulting in the formation of a 
large abscess in the neck, and in one case there was emphysema. 
In my experience there is not much defcrmity in cases of fracture 
of the larynx, unless the fracture be complicated by dislocation. 
The elasticity of the cartilages and the fact that they lie between 
two layers of a firm, fibrous membrane, all three structures being 
intimately incorporated, one with the other, does not only save 
them from fracture on many occasions, but prevents displacement 
of the fragments when fracture occurs. 


*Read at the meeting of the Medico-Chirurgical Society of Glasgow, May 
» 1912. 
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In the first case there was marked deformity because there was 
dislocation as well as fracture: in the others there was practically 
no deformity. 

Case 1. The first case was that of a gentleman, 20 years of age. 
He had been having a few rounds with boxing gloves, and when 
this exercise was ended, his companion caught him firmly, though in 
play, by the throat. So firm was the grasp that it caused a vertical 
fracture of the thyroid cartilage in the middle line. The injury was 
followed by swelling of the neck, some dyspnea, slight hoarseness, 
and considerable discomfort, amounting to pain when he swallowed 

On laryngoscopical examination, the whole laryngeal mucosa was 
found to be deeply injected, and there was considerable edema of 
the epiglottis, the cushion of the epiglottis being especially swollen. 

Under sedative treatment the swelling subsided, and the urgent 
symptoms passed away. But the thyroid cartilage did not assume 
its former configuration; it remained narrow, as the two alae had 
been approximated, and its articulation with the cricoid on the left 
side remained abnormal, so that the thyroid cartilage, during the act 
of swallowing, jerked over the cricoid with a sound which was 
audible to those around. The epiglottis had a twist to the right 
side. 

The two alae when grasped separately externally could be made 
to move on each other, and by this movement crepitation was pro- 
duced. In order to overcome the deformity, broad dilating forceps 
were inserted within the larynx to expand the two plates of the 
thyroid cartilage, and by this means the angle between the two 
plates was appreciably increased, though they were not.returned to 
their normal relationship; and the normal articulation between the 
thyroid and the cricoid cartilages was not wholly restored. 

All urgent symptoms have now passed away, the fracture of the 
cartilage has healed, but the thyroid cartilage remains flattened 
laterally, and the act of swallowing is still accompanied by a crack- 
ling sound. 

Case 2. The second case was seen by me in consultation with 
Dr. James Andrew, of Coatbridge, on October 13, 1911. Dr, An- 
drew published notes of the case in the Lancet, March g, and from 
these I take the following particulars: ’ 

The patient was an engine-driver, aged 43, and when he first 
called on the doctor he complained of pain in the throat and diffi- 
culty in swallowing. As accounting for his condition he stated that 
on October 6, while at his usual employment and in the act of try- 
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ing to open the throttle of his engine, using both hands for this pur- 
pose, he felt he was about to sneeze. He turned his head sharply 
to one side, away from the fire box and sneezed violently. A feel 
ing of cramp in the muscles of the neck followed the sneeze, and 
during the rest of the day his throat was very painful and he hac 
difficulty in swallowing. The pain increased in severity, he had in- 
creasing difficulty in swallowing, and there was a constant accumula- 
tion of saliva in his mouth. When I saw him, his neck was slightly 
swollen, his voice was husky, and swallowing was somewhat difficult 
and painful. On palpation, crepitation could be felt on both sides 
of the pomum Adami, and it was most marked in the region of the 
cricoid cartilage. My opinion was that the cricoid cartilage had 
been fractured. ‘Two skiagrams were taken at the electrical depart- 
ment of the Western Infirmary by Dr. W. F. Somerville. These 
indicated a definite fracture of the cricoid cartilage, and in addition 
there was a line running obliquely across the thyroid cartilage close 
to its lower border, which seemed to indicate a fracture of that 
cartilage as well. 

Dr. Andrew moulded a poroplastic splint to the neck which was 
worn by the patient for twenty-one days, at the end of which time 
all pain and discomfort had disappeared from the neck. The com 
bination of circumstances which led to the fracture in this case may 
not be uncommon, but the production of fracture in this way must 
be very rare; personally I do not know of the record of any similar 
ase. The man was exerting himself strenuously, so 1 


muscles of both arms and the chest were fixed. The sudden sneeze 


ith the head averted, brought the larynx somewhat obliquely int 
violent contact with the hard edge of a stiff collar, against whicl 


the cartilage was fractured. 
Case 3. On the evening of November 7, 1911, James A., aged 60 
lling. He was 


> 


was seated on a low stool chopping wood for kindli 
ilone in the house, and had no shoes on his feet. Hastily rising 
irom his seat to admit someone who had knocked at the door, he 
stepped on a tack which had been lying on the floor, point upwards 
The unexpected, sharp pain caused him to stumble forwards, and 

falling, the front part of his neck came into violent contact with 
the sharp edge of the upper bar of the back of a wooden chair. 
he resulting pain, which was severe at the time, subsided as the 
ight wore on, and although it never wholly disappeared, he paid 
no special attention to the injury at the time, although the front of 
he neck remained swollen. Ten days later, however, the pain 
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increased in severity and its reappearance was accompanied by a 
sudden increase of the swelling in the front part of the neck. 

When he came to the infirmary a fortnight later, the neck, from 
the level of the hyoid to that of the supra-sternal notch, was greatly 
swollen, and the swelling, which was fluctuant, extended backwards 
to the angle of the jaw on each side. His voice was husky and he 
had noisy respirations when at rest, and considerable dyspnea on 
exertion. 

On laryngoscopic examination, edema of the larynx was ob- 
served. The parts specially affected were the epiglottis, the ary- 
epiglottic folds and the ventricular bands. B 
of the laryngeal cartilages was readily felt, and after careful 
manipulation it was determined that there was a transverse frac- 


3y palpation crepitation 


ture of the thyroid cartilage and that both plates were implicated. 
He was admitted to a surgical ward as an urgent case, where the 
abscess was opened. The incision healed satisfactorily, but there 
is still some crepitation at the seat of fracture. 

This is a case of fracture of the thyroid cartilage resulting from 
a direct frontal blow, and in which there is a clear history of the 
method by which it was produced. ‘ 

Case 4. Alexander E., aged 31, was sent irom Govan to the 
Western Infirmary on December 7, 1911, on account of urgent 
dyspnea. The history given was that on the previous Saturday— 
two days before—he had been intoxicated and in a very quarrel- 
some mood, and as a consequence had engaged in a series of free 
fights, in which he had been rather severely mauled. 

Two days later a doctor was called in and he referred the man 
to the infirmary, to which he was admitted as an urgent case hav- 
ing considerable dyspnea, with noisy respirations. There was a 
hard, brawny and painful swelling of the front of the neck, with 
slight emphysema in the supra-clavicular region on the right side. 
On firm palpation, crepitation over the thyroid cartilage could be 
detected. Laryngoscopic examination revealed edema of the whole 
laryngeal mucosa, the epiglottis being particularly swollen. Medi- 
cated steam inhalations were prescribed, and hot fomentations were 
applied round the neck. 

The laryngeal edema subsided satisfactorily, but the swelling in 
the neck contiriued to increase, and at the end of ten days there was 
evidence of fluctuation, close to the middle line anteriorly. 

The resulting abscess was opened freely, and through the incision 
it was found that the left wing of the thyroid cartilage was bare 
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and fractured. The wound in the neck healed quickly and all local 
discomfort disappeared. 

The man, however, remained profoundly anemic. He himself 
said that all the men working beside him in a galvanizing work were 
also white, and he was transferred to a medical ward. He did not 
improve appreciably, and at intervals he had attacks of severe pair 
which affected different parts of the body. Ten days after his trans 
ference he had an attack of severe abdominal pain. It became more 
intense towards the evening of that day, and he died very suddenly 
the same night. Permission to have a post-mortem examination 
unfortunately was refused by his friends. 

In this case no history could be obtained to explain the fracture 
of the thyroid, but it was said of the patient that when under the 
influence of alcohol, he was always keen to fight. Very possibly 
he had been gripped firmly by the throat during a scuffle on the Sat 
urday night when he.received the injury which ] have described 
a type of injury associated in former times with garrotting 

4 Woodside Crescent. 
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Enlargement of the Thymus: a Remarkable Case. KENNED' 
Glasgow Med. Jour., Jan., 1912. 

The case was that of a female child, 444 years of age, who died 
after an illness of seven months’ duration. The thymus gland wa 
found to be greatly enlarged and had apparently caused death by 
pressure on the right auricle and pulmonary vessels. The liver, kid 
neys, spleen, and lungs showed a marked degree of chronic passive 
congestion. There was slight enlargement of the mesenteric gland: 
but none of either the axillary or inguinal groups, and nothing to 
suggest the condition of “status lymphaticus.” Microscopically the 
thymus showed an “angiomatous” condition, with dilatation ané 
hyperplasia of vessels, but it was not certain whether this was due 
to passive venous congestion or represented a tric angioma of th¢ 
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OSSIFICATION AND SUBSEQUENT EXPULSION OF BOTH 
ARYTENOID CARTILAGES, CAUSES UNKNOWN.* 


BY ARTHUR I. WEIL, M. D., NEW ORLEANS, LA. 


The case which I have to report is unique in my experience and 
as far as | have been able to determine from a cursory examination 
of the literature and from conversation with men who work in this 
line, no such case has been reported. 

It concerns a man, W. E. B., 54 years of age, married and with 
family. Personal history and family history negative. He pre- 
sented himself at the clinic about a year ago with the following 
history: 

About six weeks ago was treated by his family physician for an 
acute febrile affection, diagnosed at the time as grip and pneumonia, 
During the course « 


f this attack he experienced great pain in swal- 


lowing on the left side of the throat. This continued for about 


9 





ph of the two artenoids, act 


three weeks at the end of which time, during a slight attack « 


he coughed up a small bone, as he expressed it, which is 





one of the two specimens in the photograph. This was followed by 


great relief from pain which almost completely ceased. 


\bout four days later, he began to have pain on the right side of 
the throat which finally became so severe as to seriously interferé 
vith the ingestion of nourishment. ‘This lasted for about two 


veeks, at the end of which time he coughed up another little bone, 
the second specimen. This was likewise followed by a cessation of 
the pain, the act of deglutition being then accomplished without 
lifficulty. 

TJ — SB PP ht nt didn alse abated : ek since the last 
re presented himself at the clinic about one week since the last 
arytenoid was expelled. At first sight I was somewhat puzzled to 
tell just where the bones came from, but after a little study it was 


*Read at the meeting of the Southern Section of the Amer‘can Laryngo- 


logical, Rhinological and Otological Society, New Orelans, February 16 
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so clearly to be seen that they corresponded so exactly to the shape 
of the arytenoids that they could be nothing else. A study of the 
accompanying photograph will show in a measure this similarity, on 
examination of the specimen itself it is much more striking, A 
comparison of them with the freshly dissected arytenoid cartilage 
from the cadaver shows that the bodies of the arytenoids are com- 
plete, extending as far forward as the processi-vocali; the only por- 
tions of the cartilages which are missing are the superior cornua. 

On first examination the patient showed the following conditions: 
Well developed, well nourished, no cachexia or other evidence of 
constitutional disease. Temperature, normal; pulse regular, full. 
Arteries somewhat hardened, showing a slightiy more advanced 
arterio-sclerosis than one would expect at this age. Examination 
of the nose and pharynx negative. 





Photograph of the two arytenoids—enlarged 

Larynx: The cords are somewhat red but not thickened and pre- 
sent no abnormalities. In the posterior portion of the cord extend 
ing as far forward as to where the processi-vocali would normally 
be found there is a recession of the cord but no ulceration and no 
apparent loss of the cord substance. The larynx itself shows a re- 
markable absence of any deformity or distortion. There is a reces- 
sion of tissue in the arytenoid region but no such marked depres- 
sion or concavity as one would expect to find after the loss of the 
arytenoids. Except for this depression, the larynx presents nothing 
pathological except a small, greyish granulation in the region of 
the right arytenoid, possibly very slightly ulcerated. It is probably 
at this point that the right arytenoid sloughed through. 

During phonation and respiration the larynx presents a curious 
appearance. In deep inspiration instead of the glottis presenting 
the normal triangular-shaped opening, the posterior ends of the 
cords, though they show a disposition to separate, remain rather 











1126 WEIL: EXPULSION OF ARYTENOID CARTILAGES. 


close to the median line. ‘The respiratory opening is accomplished 
by an oval-shaped glottis, similar in appearance, but much more 
exaggerated than the phonatory picture where there is paralysis of 
the intrinsic muscles of the cord. This is the picture that would 
naturally be expected in the respiratory movements of a larynx 
deprived of the pivotal motion furnished by the universal joint of 
the arytenoid. In phonation the cords approximate fairly well but 
are flaccid and present a peculiar waving appearance. Their normal 
tension and resillience is much diminished. 

There is remarkably little disturbance with the voice function, 
moderate hoarseness being its only manifestation. Respiration is 
also only slightly impaired, a moderate degree of dyspnea on exer- 
tion being present. 

Constitutionally no cause can be found for the loss of the aryten- 
oids. The pathological process seems to have been first an ossifica- 
tion accompanied by a perichondritis with a later sloughing away of 
the ossified cartilages. ‘There is no syphilitic history, no present 
manifestations, and the Wassermann is negative. Urine examina- 
tion, negative. No tubercular tendency. 

A radiograph of the larynx shows nothing striking. All of the 
laryngeal cartilages are hazy in the picture, but there is no definite 
evidence of ossification of the remaining cartilages. 

The subsequent history of the patient is interesting in as far as 
I have been able to follow it. He disappeared from observation 
after about a week, during all of which time he complained of in- 
creasing pain on swallowing, located indefinitely in the laryngeal 
region. I took this to be a sign, possibly of beginning perichordri- 
tis of the cricoid or other laryngeal cartilage but could make out no 
redness, swelling or other evidence of localized inflammation. The 
larynx was not remarkably sensitive on palpation. I learned on in- 
quiry from the members of his family that he died within a couple 
of weeks after his last visit to the clinic. The cause of the death 
was not given but I presume it was largely due to starvation, as it 
was almost impossible for him to take nourishment at the time I last 
saw him. 

I have no explanation to make of the above described phenomena. 
I can think of no cause which would have produced this peculiar 
localized inflammation. I have never seen a similar case nor ever 
seen one described in literature. As far as I know it is unique and 
I hope some helpful suggestions as to causation may develop in the 
discussion. 


602 Perrin Building. 














STRICTURES AND DIVERTICULA OF THE ESOPHAGUS.* 
BY GEORGE F. KEIPER, M. D., LAFAYETTE, IND. 


To the office of the laryngologist now and then come patients 
complaining of difficulty in the swallowing of food and regurgita- 
tion thereof. Supposing that the throat is at fault they come thus 
either on their own initiative or sent by their family physicians. 
The number in the course of a year, fortunately, is not large, and 
yet it behooves us to be as well prepared as though a much larger 
number presented itself. Some are indeed in a very wretched con- 
dition because of their infirmity and excite extreme pity from even 
the stoutest heart. 

Scant attention has been given this subject by the members of 
this society since its organization. I find on looking over the trans- 
actions, that but a very few papers have been presented on the sub- 
jects of strictures and diverticula of the esophagus. No papers 
were presented until 1908. In the transactions for that year, 
J. Payson Clark writes a very excellent short article, describing a 
case of stricture of the esophagus dilated through the esophago 
scope. He advised the swallowing of a silk thread, the other end of 
which was fastened to the cheek by a piece of adhesive plaster. 
The thread was used to guide the dilator through the stricture. He 
thus antedates in 1907 the publication of Mixter in 1909 on this very 
subject. 

In the transactions for 1909, Ingals presented a paper of three 
pages on esophagoscopy, with only a line and a half on its value in 
the diagnosis of strictures and diverticula of the esophagus. Hal- 
stead gives two and one-quarter pages. Mosher’s very excellent 
article in the same transactions relates very largely to the location 
and removal of foreign bodies in the esophagus, giving a descrip- 
tion of a mechanical dilator for strictures of the esophagus. These 
are all the papers presented to this society to date either in general 
or sectional meetings. 

Before the Section on Laryngology and Otology of the American 
Medical Association but one paper on these subjects has been pre- 
sented to date and that one by Mosher, in 1906, on the ““Examina- 
tion and surgery of the upper end of the esophagus.” In this article 


*Read at the meeting of the Middle Section of the American Laryngologi- 
cal, Rhinological and Otological Society, Cincinnati, Ohio, February 22, 1912. 
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Mosher recommends the swallowing of the silk thread to act as a 
guide to instrumentation in the esophagus. It looks as if he ante- 
dated both Clark and Mixter in this device. 

For so important an organ and subject, but little has been writ- 
ten the world over. According to the Index-Medicus of Tur LAr- 
yNcoscopr for 1909, there appeared a total of 56 papers in all lan- 
guages. Nine articles were written in English, of which Americans 
contributed seven, one of which was by our fellow-member, John 
J. Kyle. In the Index-Medicus of Tg LaryNncoscorr for 1910 we 
find recorded the appearance of ninety-seven articles in which eleven 
are in English and all by American writers. 

The best expositions of the subject will be found in Chevalier 
Jackson’s book on ‘“Tracheo-bronchoscopy, esophagoscopy and gas- 
troscopy” and Bruening’s late work on “‘Bronchoscopy.” 


THE ANATOMY OF THE ESOPHAGUS. 

The esophagus is ten inches long in the adult. It begins at the 
level of the cricoid cartilage and its opening is six inches distant 
from the upper incisor teeth. Hence from the upper incisor teeth 
it is sixteen inches to the diaphragm. ‘The arch of the aorta crosses 
it at ten inches from the upper incisor teeth. 

It is composed of three layers: (1) an outer muscular layer; 
(2) a connective tissue layer, and (3) an inner layer of mucous 
membrane. 

The outer muscular layer is composed of longitudinal and cir- 
cular fibers, the latter inner. ‘lhe anterior longitudinal fibers are 
attached to the cricoid cartilage. ‘The inner circular layer is a con- 
tinuation downward of the fibers of the inferior constrictor muscle. 

The upper end of the esophagus is a slit placed transversly, about 
one inch wide. It gradually assumes the character of a tube as it 
descends and when it reaches the diaphragm it is nearly circular. 
The cricoid cartilage acts as a stopper to the esophagus and closes 
it to insult from without by pressing it back against the vertebral 
column. 

According to Stark, there are four constrictions normally: (1) 
at the cricoid; (2) at the crossing of the aorta; (3) at the left bron- 
chus; and (4) at the diaphragm. ‘The transverse diameter is prac- 
tically one inch all the way down and the anterio-posterior diameter 
varies from three-fourths of an inch at the cricoid to one inch at 
the cardia. It is very distensible. A one-half inch bougie ought 
to pass easily throughout. It is hardly wise to exceed a three-quar- 
ter inch bougie however. The esophagus passes a little to the left 
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of the middle line of the trunk for the most part. At the fourth 
dorsal vertebra it is in the mid-line. At the stomach it is again to 
the left and at the eleventh dorsal vertebra. “The lymphatics of 
the pharynx enter the mediastinal and cervical glands so that in sus 
pected cancer of the esophagus the glands at the root of the neck 
should be examined.” (Mosher). 


STRICTURE OF THE ESOPHAGUS. 

Stricture of the esophagus may be divided into two classes: 
(1) spasmodic; (2) organic. 

In the first instance the stricture relaxes of itself, in due cours< 
oi time. A case of this kind occurred in my practice about fifteen 
years ago. An aged dentist, Dr. V, about once a year, for a number 
of years, was troubled with inability to swallow. The stricture was 
located ten inches from the upper front teeth. Invariably after 
the lapse of three or four days it would suddenly relax without 
any interference whatever. Swallowing was, of course, resumed 
normally. 

In organic stricture we have either a deposit of cicatricial tissue 
in the walls of the esophagus or extraneously pressure upon the 
esophagus by a new growth, or aneurysm. 

Organic stricture may be subdivided as follows i. Inflam 
matory. A. Acute: Due to swallowing caustics; B. Chronic: (a) 
Cicatricial, (ulcerative, luetic, traumatic, post-operative). (b) Ma 
lignant, (carcinoma). 2. Non-inflammatory \. Benign, (polypi, 
papillomata, fibromata, angiomata, cystomata, adenomata, lipomata 
myomata). 6. Compression, (struma, aneurysm of the aorta, spinal 
deformities, cervical tumor, mediastinal tumor). 

Fifty per cent of carcinomata occur at the cardia, where the 
esophagus enters the stomach, 40 per cent at the bifurcation of the 
trachea and Io per cent in the cervical portion of the esophagus. 

Cubbins (Annals of Surgery, Vol. 43, p. 942) reported a case of 
esophageal polypus. The patient was 47 years of age. ‘The tumor 
was accidentally discovered while giving the patient an anesthetic 
for the reduction of a dislocated shoulder-joint. The patient vom 
ited and during the act the tumor was extruded, and protruded four 
inches from the mouth. The patient’s wife objected to its removal 
and it was replaced. Subsequently several attempts at extrusion 
resulted negatively. At the end of three months the obstruction to 
the passage of food and water became so great that lateral esopha 
gotomy had to be performed for its removal. It was found attached 
to the anterior wall of the esophagus at the level of the cricoid 
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cartilage. Its length was six and one-half inches, its diameter was 
two inches and its pedicle was three-eighths of an inch. It weighed 
about seven ounces, troy. Benign strictures are most common in 
the upper portion of the esophagus. 

Etiology: The etiology is practically outlined in the classification 
given above. 

Symptoms: ‘The symptom of all symptoms that brings the pa- 
tient to the physician is dysphagia. 

Diagnosis: Since the introduction of the illuminated esophago- 
scope the diagnosis of either stricture or diverticulum of the esopha- 
gus cannot be considered to be complete without its use. 














Figure 1. Course taken by bougie Figure 2. Course taken by bougie 
when thread is not taut. when thread is held taut. 


The introduction of the Roentgen ray has been of great value 
and every case of stricture should be examined thus, both antero 
posteriorly and laterally, after filling the esophagus full of sub- 
nitrate of bismuth dissolved in either gum acacia or boiled starch. 
These means should be resorted to before a bougie is passed. I do 
not believe in the indiscriminate passage of bougies blindly into the 
esophagus either for diagnosis or treatment, without being sure by 
a careful examination previously made that such treatment is not 
contra-indicated. In thirty-four cases of cicatricial stricture that 
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were examined post-mortem from 1877 to 1886 in the Pathologic- 
Anatomic Institute in Vienna, death was due to perforation by the 
bougie in ten cases. Of course, this was before the days of the 
Roentgen ray and the esophagoscope. 

Ochsner, however, believes that the esophagoscope gives us no 
more information than does the simpler methods of examination 
with the bougie. 


; 
Figure 3. X-ray picture showing the location of the diverticulum. The 


esophagus was filled with bismuth subnitrate before the negative was 


taken. 


before passing any instrument into the esophagus the patient 
should be examined for aneurysm of the aorta, high blood-pres 
sure due to advanced and pronounced angio-sclerosis, and pro- 
nounced heart incompetency. False teeth, if present, should be re- 


moved and the patient’s stomach should be empty. The patient 
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should be given one-fourth grain of morphia sulphate with 1-100 
grain of atropia sulphate one-half hour before the examination 
It is best to anesthetize the esophagus with a four per cent solution 
of cocain. 

Prognosis: The prognosis of these cases will depend upon the 
cause. If malignant it is hopeless. If otherwise and due to stric- 
ture within the esophagus, through the esophagus and by the means 
of bougies the condition may be relieved. 

Treament: In cicatricial stricture, not malignant, resort must be 
had to dilatation and if the stricture be very tight and the lumen 
of the esophagus very small, to cutting as recommended by Lerche, 
of St. Paul (Surgery, Gynecology and Obstetrics, October, 1910) ; 
or the method of Allen (New Orleans Medical and Surgical Jour 
nal, January, 1910) may be used. In a case of this kind he fastened 
two fine bird-shot on the end of a stout piece of silk thread and 
had the patient swallow the shot while holding the other end. When 
the shot were felt to pass the stricture, they were withdrawn and 
larger ones substituted until finally the patient was able to swallow 
bullets as large as pecan nuts. This certainly seems to be a safe 
procedure and easily accomplished. 

Lerche (loc. cit.) recommends the passage of filiform bougies, 
like those that the genito-urinary surgeons use, until one passes the 
stricture. On such a bougie he passes a small bulbous bougie and 
then larger ones gradually. Through the esophagoscope he also 
passes a very fine knife of his own device, and cuts the stricture 
radially. This is then bougied to keep the cut surface from unit 
ing. In one of my own cases I have used the knife, but not since 
the introduction of the esophagoscope. 

That the passage of the bougie may be rendered safe and easy, | 
resort to the method of Mixter (or Clark or Mosher) as above. 
The patient is instructed to swallow three yards of braided silk in 
the afternoon preceding the dilatation and three yards more the 
next morning, the free end being secured to the skin of the cheek by 
adhesive plaster. In a few hours this will have become lodged in 
the folds of the intestines. Then it may be made taut and cuto this 
silk is threaded one of Plummer’s sounds. While the silk thread 
is kept taut the sound cannot go anywhere else but follow the 
thread. Rapid dilatation may thus be safely secured. 

DIVERTICULA OF THE ESOPHAGUS. 
Diverticulum of the esophagus has its origin in stricture of the 


esophagus. First stricture, then diverticulum, but not in every case. 
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In some cases there may be a general dilatation as in cardio-spasm 
Diverticula occur most frequently just below the level of the cricoid 
as in the specimen which I show. Their sizes may vary from the 
smallest possible up to a capacity of one pint. 

Classes. Rokinstansky, in 1840, divided them into two classes: 
(1) Pressure diverticula; (2) traction diverticula. This classifica- 
tion is accepted to this day. The former are due to the pressure of 
the food causing the esophagus to yield at a weak spot. The latter 





Figure 4 shows the diverculum stuffed full of cotton The strik 
ture below takes barely an ordinary probe 


are due to traction as by an adhes-on externally on a circumscribed 
portion of the esophageal wall. 

Symptoms. ‘The patient comes complaining of inability to swal 
low well and even after swallowing the food regurgitates into the 
mouth. The phenomenon is quite different from vomiting and the 
extruded food does not have the character of vomitus. At times 
it may be very fetid in odor, especially if the food has lain a while 
in the sac. 
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In swallowing, the patient learns to turn his or her head in a par- 
ticular way suited to the patient. As the sac fills it presses upon 
the strictured esophagus and prevents the further swallowing of 
food. The diagnosis of this condition is accomplished precisely 
as in stricture of the esophagus. 

Treatment. The treatment of this condition is essentially surgical. 
A small one may disappear after the stricture is well dilated and the 
food finds that the passage through the esophagus is the path of 
least resistance. To accomplish the dilatation of the stricture the 
silk thread must be used in every case, for without its use the bougie 
will more often enter thé sac than the esophagus beyond the sac. 
When the silk thread is drawn taut the bougie must enter the 
esophagus and avoid the sac. If it be held loosely the bougie will 





Figure 5 shows the entrance to the larynx and to the esophagus. Noie 
the very large opening into the esophagus and diverticulum thereof. 


likely enter the sac. If the diverticulum be large and situated high 
up, it may be removed surgically by a lateral esophagotomy, the lips 
of the wound turned in and sutured. The external wound is then 
closed. This method has been successfully practiced by the Mayos 
at Rochester, Minn. If the diverticulum be within the mediastinum, 
that is another question. 

Case r. On May 24, 1910, through the courtesy of Dr. Adah 
McMahon, | was asked to see and treat Mrs. Anna M. of this city. 
She was at that time 65 years old. For several months she had had 
trouble swallowing her food. Regurgitation of food was very 
marked for several weeks previously. Then too after taking food 
for a while it became impossible to swallow any more. With the 
tube spatula we explored the esophagus and very soon located a 


diverticulum in the upper portion. We had an X-ray picture made 
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which accompanies this paper. This locates the diverticulum quite 
plainly. I may add in passing that just prior to taking the picture 
we had the patient swallow a large quantity of bismuth sub- 
nitrate in her food. 

When we attempted to pass a bougie of small size we would 
enter the pouch about three times in every four attempts to bougie 
the esophagus. She was given six yards of black twist to swallow 
as above. This she attempted to do but gave up the effort because 
it nauseated her to attempt to swallow the thread. Dilatation there- 
after was accomplished as best we could, until at last it was re- 
fused altogether, and our patient lived as well as possible on the 
little food that would pass the stricture. All operative work of 
any kind was declined. She died November 6, of acute dilatation 
of the heart with hypostatic pneumonia. Of course, she was greatly 
emaciated. 

Consent to a post-mortem examination was secured by Dr. 
McMahon and on the following day with the assistance of Dr. A. C. 
\rnett, we opened the mediastinum anteriorly and after examining 
all organs contained therein we removed this specimen, photographs 
of which accompany this article. 

The pouch measures four and one-half centimeters transversely 
and three and one-half centimeters when stretched antero-posteri- 
orly. Its depth is six and one-half centimeters. These measure 
ments are made after the specimen has lain in a ten per cent solu- 
tion of formalin since the removal from the body. The stricture 
takes but a very small probe. 

No microscopic examination of the specimen has as yet been 
made because we did not desire to mutilate the specimen until thus 
exhibited. 

14 North Sixth Street. 


Treatment of Laryngeal Tuberculosis. G. KiLLiaAn. Deut. med. 
Wcehnschr., March 28, 1912, p. 585. 

Killian discusses the present status of the treatment of laryngeal 
tuberculosis. He points out that a scientific. therapy in conjunction 
with institutional treatment is very beneficial to this condition and 
may even result in entirely cure. Ep. 














A CURIOUS MISHAP DURING A BRONCHOSCOPIC EX- 
AMINATION. 


BY RICHARD H. JOHNSTON, M. D., BALTIMORE. 


Miss B. P., 25 years old, consulted me in October for cough and 
expectoration of long standing. She was a well-nourished, appar- 
ently healthy girl with no suspicion of tuberculosis, but a well-de- 
veloped nervous system. Having found nothing in the nose or 
throat to account for her trouble, I suggested an examination with 
the bronchoscope to which she consented. At the Presbyterian 
Hospital after a hypodermic injection of morphin (% gr.) and 
atropin (1-150 gr.) she was examined in the sitting position with 
alypin (20%) anethesia. The larynx was large and_ the 
bronchoscope was passed without difficulty. Aside from slight 
nervousness the patient stood the procedure well. I had located 
the diseased condition and was ready to make an application of 
nitrate of silver when without warning the patient began to shake 
and became cyanotic. My first thought was that she was having a 
nervous attack and if I removed the tube she would promptly re- 
cover. | attempted to withdraw the tube but found that she had 
shut down on it with her teeth. I called to her to open her mouth 
and when she did not do so, I realized that she was unconscious 
In the meantime she was becoming more and more cyanotic. I 
was having my hands full to keep her head back when Dr. Caspari 
rushed up and forced her teeth open; thus allowing the tube to be 
withdrawn. We then lowered the patient to the floor. By this time 
she was as blue as indigo, pulseless, and respiration was gone. We 
immediately resorted to artificial respiration, lowered the head and 
gave strychnin, whiskey and digalein hypodermically. Under this 
treatment she slowly rallied and in an hour had reached practical- 
ly a normal condition, On the floor the patient was to all intents 
dead and but for the assistance of Doctors Caspari, Reckard and 
Dodd she would not have recovered. The attack looked like 
epilepsy but careful inquiry failed to bring out other similar at- 
tacks. I have passed the bronchoscope hundreds of times but have 
never before had such an experience. ! believed that broncho- 
scopy when done carefully under local anesthesia was practically 
free from danger especially with the tube in the trachea. The 
patient evidently had a spasm of her chest-muscles which entirely) 
shut off respiration. With the tube in the trachea it is scarcely 
probable that symptoms of suffocation could have been caused by 
anything else. 

807 North. Charles Street. 














TINNITUS AND DEAFNESS—A NEW INSTRUMENT FOR 
THEIR RELIEF.* 


BY TALBOT R. CHAMBERS, M. D., JERSEY CITY, N. J. 


The photograph explains itself. When in operation, a musical 
note is sounded synchronously with the vibration of the Victor 
pneumo-massage pump. The note is not unlike the peep of a young 
chicken or like the chirp of a cricket. About three pounds of air- 
pressure is employed; any greater pressure would prevent visible 
vibration of the drum of the ear. 

In the case of a very depraved acoustic nerve, the patient turns 
the screw-cap of the Galton whistle until that certain pitch is reached 
where the whistle is heard by the patient. The massage is continued 
with that note during the seance. The speed of the vibrations is 
kept at whatever rate is most agreeable to the patient. It is generally 
not very fast. 

A seance consists of thirty seconds of suction with release with 
the whistle, followed by fifteen seconds of pressure with release but 
without the ‘whistle, in order to avoid exhausting the nerve. These 
two proceedings are repeated until five minutes have elapsed. The 
operator with finger on the stop-cock from the air tank controls the 
whistle, while an assistant at the massage pump controls the lever 
for pressure or suction at command of the operator. The Siegei 
otoscope accurately fitted into the auditory canal allows the observer 
to see the drum during the whole seance. Before beginning the 
treatment, the middle-ear is inflated. An oil vapor is used and in 
some cases, the pharyngeal orifice of the Eustachian tube is painted 
over with a weak iodo-glycerin. During the seance, the patient is 
directed to forcibly close the eye-lids and at the same time make 
the effort at swallowing.+ The theory of the treatment rests on 
the idea that in order to stimulate a part of the body, its function 
must be exercised. A muscle to be stimulated must be contracted 
and relaxed. Lone which has been broken and fails to unite is 
forced to perform its function of resistance by the exercise of re- 
sistance. A stiff joint whose function is motion is relieved by pas- 
Sive motion. 


*Read at the meeting of the Ninth International Otological Congress, 
Boston, August 15, 1912. 

‘E. P. Fowler, Manhattan Eye, Ear and Throat Hospital Reports, No. 11 
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And so, a nerve whose function is to recognize sound and has lost 
that ability must be exercised with such sounds as it will recognize 
and later it will notice other and more complex sounds. A regiment 
of soldiers crossing a bridge is compelled to break step lest the vibra 
tion might break down or damage the bridge. The mastoid bone 
has similarly a note of vibration which the pneumo-massage awakens 
—together with the parts included in the bone, which are blood and 
lymph vessels, nerves, endolymph and especially the terminal fila- 
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ments of the acoustic nerve. Thus the vibration and rhythmical 
sounding of the note which the ear hears, is a warrantable pro- 
cedure for the relief of tinnitus and deafness and though failures 
have been noted, there have been quite a number benefited, sufficient 
to justify the claim that it is a valuable means of relief. 

According to Urbantschitsch and Margulies, all hope need not be 
given up even in the very deaf. The electro-motor apparatus is not 
new. Dr. W. 5S. Bryant, in 1905, proposed his phonograph acu- 
meter. Inflammatory conditions are a contra-indication. Treat- 
ment should be repeated when the patient notices a subsidence of 
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the good effects of a treatment. Every case on which this paper 1s 
based, had a tympanic drum. Many had had perforation. 

Results of treatment by this method show: 1. Marked otosclero 
sis is but little benefited and that but temporarily. 2. There may 
be no or little improvement to hearing the watch yet the voice and 


other sounds may be greatly improved. 3. In a number of cases the 


improvement is marked and permanent especially where the handle 
of the malleus is seen to move freely. Improvement has occurred 
in most unexpected cases and failure has resulted where success 
seemed assured. Tinnitus may be relieved and treatment show no 
improvement in hearing and vice versa. 


15 Exchange Place. 


Hyperplastic Edematous Rhinitis. \V. ScuoenreLp. Ztschr. f. 
Laryngol., Rhinol, u. ihre Grenzeb., Bd. 5, Heft 2, 1912, p. 299. 
Professor Seifert (1905) described three cases of what he called 
rhinitis hyperplastica edematosa. The writer, in Prof. Seifert’s 
clinic, studied a series of twenty-nine respective cases. The symp- 
toms were continuous nasal obstruction, mouth-breathing, thin, 
watery nasal discharge and headaches. 

Inspection reveals: the inferior turbinates-are hypertrophied to 
such a degree that they touch the septum and the floor. ‘The sur- 
face is granulated, the color of the mucous lining pale gray or a 
whitish, transparent color, like gelatine, and sometimes studded with 
brownish points, representing sub-epithelial blood extravasations. 
The secretion is lucid, thin and watery; no pus. Even repeated 
applications of a strong cocain solution do not shrink the hyper- 
trophied turbinates. 

Microscopic examination: stratified, cylinder epithelium, not 
thickened. The subepithelial fibrous tissue is edematoug. The in- 
terspaces between the fibrils are infiltrated with lymphocytes, eosin- 
ophile leucocytes and plasma cells. There are blood extravasa- 
tions in the deeper layers. The disease is almost exclusively met 
with in men. Etiology: snuffing of tobacco. Operation: resection by 
means of Moure’s knife. GLOGAU 
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Gumma of the Nasal Septum Cured by Salvarsan. By JosepH H. ABRA 
HAM, M. D. 

Dr. ABRAHAM said that it seemed appropriate to present this case in 
connection with the others. The patient, a young man, had been refer- 
red to him five or six weeks before with a history that he had been un- 
able to sleep on account of his not being able to breathe threugh either 
side of his nose, and that he had noticed for the past five months that 
it had been getting worse. It began with a gradual occlusion of the left 
side, and then the right was affected and he could not sleep. He denied 
all specific infection, but the Wassermann test was markedly positive. 
The first injection was given two weeks ago, and the second one on last 
Wednesday, a week later; another one would be given later. No Wasser- 
mann tests have been made since the injections. Later on he will re- 
ceive mercurial injections. Inside the nose, in front of the cartilage, was 
a small perforation. In the left side was a purplish, nodulated, tumefied 
mass; on the right side a reddish granulated mass which bled very read- 
ily on being touched. He was cocainized—with the idea that the con- 
dition might be due to a septal abscess—as with the history it was 
thought it might not be a gumma, but the examination showed an ul- 
ceration behind the defiection and the breaking down of the tissue. On 
the fifth day following the first injection, the conditions were practically 
the same as you find now. 

At present all that could be seen was the healed gumma. The perfora- 
tion, of course, was still present, but the gumma had entirely disap- 
peared. 


Tonsillar Hemorrhage, Causes, Prevention and Treatment. By GERHARD 
Hutcuinson Cocks, M. D. 

Many surgeons still consider the tonsil operation a trivial affair, with 
but slight risk to the patient from hemorrhage. The object of this paper 
is to point out the error of this point of view, and to emphasize the fact 
that the tonsil operation is essentially a hospital operation. 

A search of the literature revealed a total of 107 cases of alarming 
post-operative tonsillar hemorrhage with thirteen deaths from hemor- 
rhage. ‘ 

The various etiological factors which tend to induce hemorrhage were 
mentioned, including age, sex, anemia, menstruation and pregnancy, ar- 
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erio-sclerosis and nephritis, fibroid tonsils, acute inflammation of the 
tonsils, acute infectious diseases, syphilis, abnormalities in the distri- 
bution of the blood-vessels, and traumatism. 

Hemophilia as a cause of tonsillar bleeding was next considered, and 
the treatment of bleeding by calcium lactate was discussed. In the writ- 
r’s hands calcium lactate has not proved of much value 

The treatment of hemophilia and the hemorrhagic diathesis by injec- 
‘ions of blood-serum and transfusion was discussed at some length, and 
«ases were cited from the literature, including several cases reported by 
Cc. F. Theisen; also, a case of hemophilia with spontaneous nasal hemor 
rhages treated by the writer with fresh serum injections and transfu 
sion from the brother’s radial artery. 

The writer bas found the Michel metal sutures very efficacious in 
controlling tonsiliar bleeding. Carotid ligation may be employed if su- 
turing fails. 

A table of the cases of alarming tonsillar hemorrhage collected to 
late was shown at the conclusion of the paper. 

DISCUSSION, 

Dr. Henzia said that for the last 2% years he had been using an in 
jection of 4% urea and quinin hydrochlorate, and had not had a single 
hemorrhage. Not only that but the bleeding had stoped within from 
2 to 3 minutes after the operation. Aside from it being an anesthetic, 
it was also a hemostatic. Dr. Herzig suggested that other of the mem 
vers try this, as it had proved absolutely successful in his hands. The 
injection was made into the anterior pillar, high up aud low down in 
the posterior pillar. One has to wait about ten minutes for the anes 
thesia, and there is hardly any hemorrhage after a tonsillectomy or a 
tonsillotomy has been performed. He uses a thirty per cent urea and 
quinin and then waits five to ten minutes before operating. The anes 
thesia and hemostatic effect is as good as cocain and adrenalin, with no 
toxic effects. Sometimes an edema occurs along the soft palate which 
usually disappears in twenty-four to thirty-six hours. He has performed 
over 200 operations with no hemorrhage. 

Dr. Srmpson said, though this subject had been carefully considered 
during the last few years, still, there was always an opportunity for an 
awakening. He only wished in its discussion to emphasize his faith in 
the use of lactate of calcium as a hemostatic, especially in those cases 
where a bleeding tendency was shown. He thought it a good plan to 
use it in positive dosage both before and after tonsillar operations. He 
could also substantiate what Dr. Cocks had said in regard to the use of 
blood serum injections. 

Dr. Mytes said that from his experience those who enucleate tonsils 
will have some cases of severe hemorrbage sooner or later. Within the 
past year he has had two such cases,. one in a child 4 years of age; the 
other in a girl of 8. Both children were of the extreme type of blonds, 
the hemorrhages occurred six to ten hours after the operation in the mid- 
dle of the night—a most unfortunate time. The children were practical- 
ly exsanguinated when he reached their bedsides. There was no dispo- 
sition of the blood to cease flowing. 





It did not seem to be spurting from 
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any particular artery, but it was welling out rather profusely. Both 
were cases of the enucleation of rather deeply embedded tonsils, leaving 
very extensive cavities. On several occasions he has had to contro’ 
proper bleeding, at the time of the operation and it has been his cus 
tom to use an angiotribe on each point that was at all active, but thes« 
eases did not have excessive bleeding at the time of operation. He 
tried to stop them by pressure, but without effect, and finally adopted the 
plan of tamponing, using pledgets of cotton soaked in tanno-gallic acié 
solutions and then squeezed out. The cavities held a large amount of 
the tampon material; the outlets were probably half the diameters of 
the cavities. In both cases the tampons stopped the hemorrhage imme 
liately, with no subsequent recurrence. On account of these extrent 
conditions, however, it seemed inadvisable to leave them in over twelve 
to fourteen hours, though the temptation is very great to leave them in 
on account of the artificial hemophiliac condition. He thought that the 
house surgeons should be more thoroughly trained in the art of arrest- 
ing hemorrhages, and that they should be thoroughly taught the mori 
practical methods. 

Dr. YANKAUER Said that it appeared to him that Dr. Cocks had omit- 
ted what seemed to be two of the main causes of tonsillar hemorrhage. 
One was the use of sharp knives in dissecting out the tonsils. The blood 
vessels can often be seen after a blunt dissection, running down the 
posterior pillar, and if the dissection is done with a sharp knife they 
may be cut and the muscles also, causing a hemorrhage which cannot 
be stopped easily. Another reason for these secondary hemorrhages is 
the use of adrenalin, which enables one to do a practically bloodless 
operation, but six or eight hours later, after the adrenalin has left the 
tissues there is apt to be a secondary dilatation of the blood-vessels and 
a secondary hemorrhage. 

Dr. Yankauer said that he had had only one or two alarming hemor 
rhages in his experience, and these were in cases where the tonsils 
were dissected out with sharp-cutting instruments. At one time tonsil 
lotomies were done by using the tonsillotome, and pulling the tonsil 
through with forceps and some very severe hemorrhages followed that 
operation. Since abandoning that method and adopting the plan of 
dlunt dissection, they have had no hemorrhages of any moment. It 
might be noted that in any discussion of this subject, the men who hav 
had most hemorrhages are those who have used sharp knives. Dr. Cocks’ 
table showed only two cases in which the snare was employed in the dis- 
section. Where sharp instruments are employed, there is liable to be 
more or less hemorrhage. 

Dr. FReEUpDENTHAL agreed with what Dr. Myles had said—that most 
men would get hemorrhages sooner or later, if they have many cases, 
and it made no difference whether the finger, a blunt knife, or a shar} 
instrument were used. 

Dr. YANKAUER said that they had been doing about 500 of these oper: 
tions a year. 

Dr. FRevUpENTHAL replied that in that case they were very lucky, but 
he was convinced that all men have cases of hemorrhage sooner or later 
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Secondary hemorrhages are most unpleasant to deal with. He had not 
been se fortunate as Dr. Simpson in the employment of calcium lactat« 
He had a case which was almost identical with that described by Di 
Simpson, and he gave this patient calcium lactate for three months 
with absolutely no effect on the mucosa or on the bleeding. One inter 
esting point in such cases, which may have been a mere coincidence but 
which happened in several of these cases, was that the secondary hemor 
rhage occurred on a fixed date. In one of these cases a tonsillotomy 
was done, removing the tonsil on one side, and leaving the other on: 
to be done two or three weeks later. On the fifth day after operation, 
the boy had a very severe hemorrhage. Six or eight weeks later, the 
second tonsil was removed, and the same thing occurred on the fifth 
day. He had several other such cases. Only a short time since he had 
operated on a young woman, who lost only a few drops of blood; but 
five days later she had a severe hemorrhage. He would like to know if 
any of the other members have observed such late hemorrhages. 


Dr. Simpson asked if this could not t 


e explained by the fact that about 
the fifth day the slough came away. 

Dr. T. W. Corwin said that he had used calcium chlorid since about 
ten years ago when Wright first advocated it. He had employed it as a 
routine practice in both hospital and private work. Before he adopted 
it he had frequently been called up at night to attend patients after an 
operation, and could not but feel that there was something in the claim of 


its being an internal hemostatic. He has removed tonsils in about 1500 


cases, and since using calcium chlorid he has never lost a cas nor 
been called up at night. He was also in favor of large doses. it was 
his custom to give children a grain for each year of age, three times a 
day for three days preceding the operation. In adults he extends this 
treatment to operations generally. He did not claim that it would pr« 
vent every case of hemorrhage; in cases of tonsillectomy in aduits, ons 
was almost bound to have some hemorrhage, but usually the tendency 
to severe bleeding manifests at the time of operation, that was to say 
the calcium being also used. In a few cases protracted anemia followed. 
Notwithstanding this, he believed that there was very good reason fo! 
keeping up the use of calcium chlorid and would certainly recommend 
this practice. Sixty grains shortly before operation is an average dos« 
for adult males. 

Dr. Hurp said that one of the worst cases of hemorrhage he ever had, 
occurred after the use of urea and quinin hydrochlorate, and the em- 
ployment of a snare. 

Dr. My.es said that he had used moderately dull instruments in all 
of his cases. 

Dr. McCuLLacu said that two years ago, in seven out of eight consecu- 
tive cases, hemorrhage had occurred. Four of them were arterial—in 
one bleeding from arteries in both the anterior and posterior pillars, and 
in three cases with tannic and gallic acid for twenty minutes on the 
table before he would allow them to return to the ward, and then the 
nurse was instructed to remain close at hand and notify him in case of 
need. He had performed the operation probably 200 times since then 
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without a single case of hemorrhage that worried him at all, and in all, 
his technic had been the same. These hemorrhages occurred on two 
days, the last four cases one day and three out of the first four cases 
the next. He had used a snare with a semi-blunt dissector, enucleating 
the tonsil. 

Dr. McCoy said that he was very sorry that Dr. Welch, the patholo- 
gist at the Lying-in Hospital had not been able to attend the meeting 
As a matter of fact, the doctor had to deal with the bleeding of the cord 
in the new born, which in practically all cases is fatal. Recently he had 
been injecting some of these cases with human serum, and since then 
has had no fatalities. He had promised to attend the meeting unless 
some unforseen contingency arose. 

Dr. SEYMour OPPENHEIMER said that it was very strange to note the 
great differences reported in the use of calcium lactate by different ob- 
servers, and told of a series of fifty consecutive cases in which he had 
administered large doses of calcium lactate, and the coagulability of the 
blood tested before and after the administration of the drug. In not one 
of the fifty cases was there any demonstrable evidence of increased co- 
agulability after taking the calcium lactate. 


errs 


Dr. Stimpson replied that he himself questioned whether calcium lac- 
tate or any of those things which produce increased calcium content in 
the blood would change the coagulation time of the normal condition. 
It is rather the abnormal cases which are helped. Dr. McCoy had spok- 
en of Dr. Welch’s experience. We should bear in mind that in severe 
hemorrhages this is one of the best means at our disposal, next to trans- 
fusion. 


Syphilis of the Upper Respiratory Tract. By Francis W. Wuire, M.D. 
(To be published in a subsequent issue of THr LARYNGOSCOPE.) 
DISCUSSION. 

Dr. YANKAUER said that the paper was a most interesting one and 
should not be passed over without discussion, although the hour was 
tate. It was not his practice, however, to treat cases of syphilis of the 
nose and throat—but to consider all such as cases of syphilis first, and 
to refer them for treatment to a syphilographer. Some of the inefficient 
work done and some of the poor results obtained in the treatment of 
syphilis of the upper respiratory tract were doubtless due to inexperi- 
ence in the management of syphilitic patients. He had seen some re- 
markable results in cases of syphilis of the nose and throat when treated 
by a skillful syphilographer—not only from salvarsan but also from 
mercury. 

Dr. ABRAHAM said that Dr. Yankauer had spoken of a patient that had 
nearly lost his hearing under treatment with salvarsan. While abroad 
last summer he had called on Prof. Ehrlich and had discussed several of j 
these points with him and with his assistants, especially about the in- 
terference with sight and hearing after salvarsan. Their idea was that 
after. the first dose there is a concentration of the remaining living 
germs in the blood in one of these organs, and that produces this pecu- 
liar action on the nerve affecting the eye or the ear; and that such cases 
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immediately call for a second injection so as to destroy if possible th« 
living germs in the blood or the agent that produces this peculiar action 
on the nerve; sometimes even a third injection is necessary. 

Some time ago he had presented a case of gumma of the septun 
which was the fourth such case seen since the first or September. On 
of these had been operated on by an excellent laryngologist, for a dé 
flected septum. The flaps failed to unite and it seemed like a hema 
tomatous tumor. The patient could not breathe as well after as befor« 
the operation. The doctor removed the ethmoid and a considerable part 
of the right turbinate. He then became suspicious, and a Wassermann 
test was made, which proved to be negative; he then had the tissues 
examined, and the report stated that it was not malignant but bore som« 
resemblance to a specific tumor, and salvarsan treatment was advised 
The patient refused this, and applied to Dr. Abraham for treatment 
When he examined the patient practically all of the ethmoid was gon 
and the major part of the turbinate, the entire left nasal cavity was 
bathed in pus and there was this bulging portion of the septum. With 
a probe necrosed bone was found. He immediately had a Wassermann 
test made, which was negative; a second test was also negative. In 
the meantime, the septum broke down, and there was quite a large pe. 
foration. Iodids were given immediately, and resulted in a beautiful 
healing of the tissues of the nose, and a clearing up of the gummatous 
infiltration and cessation of the purulent discharge. 


March 27, 1912. 
Three Cases of Acute Follicular Tonsillitis, With Unusual Sequelae. B 
SAMUEL McCutriacn, M. D. 
(To be published in a subsequent issue of Tite LARYNGOSCOPE.) 


DISCUSSION. 


MaJor WApDHAMS said that it seemed to him that thes: ises were fo! 


the specialist and entirely out of his province as a general practitione: 
During the past year there were about 12,000 men under observation at 
his post, and during the winter there had been a very large number of 
cases of acute follicular tonsillitis, a considerable number of which had 
developed peritonsillar abscess. The cases just described by Dr. McCul 
lagh, however, were the only ones which presented unusual complica 
tions. They were unique to him in the treatment of a large number of 
throat cases. The diagnosis of arthritis in the first case seemed prob 
able, particularly as it was followed by an unmistakable mild arthritis 
if the joints, notably of the elbow and shoulder joints. 

Dr. Arp said that the report of these cases had interested him very 
much, as he had recently seen two presenting similar symptoms, one be 
ing almost identical in its history with Dr. McCullagh’s third case. The 
patient complained of the same difficulty in swallowing and on several! 
veccasions fluids had come through the nose. He is now making a very 
slow recovery. There was apparently no paralysis. The other case was 
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not so fortunate. A nurse at the hospital was attended by the physician 
on duty and Dr. Ard only saw her casually. She presented the appear- 
ance of a very severe tonsillitis. A culture showed pure streptococcus. 
A peculiar feature of this case was the very high temperature—105 
106°. She died on the fourth day, apparently from septicemia. 

In Baltimore there is almost an epidemic of this streptococcus soré 
throat. The papers reported recently that there had been twenty deaths, 
but a physician with whom he had conversed said that the number of 
deaths had been much larger. Dr. Ard said that he also understood that J 
such an epidemic was prevailing in Chicago and also in Boston. He 
would like very much to know if such a condition was also prevalent in 
New York and whether the cases which had been spoken of were the fore- 
runners of others. In the case he had referred to (the nurse) everything 
in the way of vaccines had been tried without any results whatever. 

Dr. LEDERMAN said that he thought these cases should be classified un 
der the heading of those described by Sir Felix Semon, some acute 
streptococcic, and others mixed infections. He himself had some time 
since reported the cases of two sisters, in which the edema extended into 
and around the larynx, and in one of the cases surgical intervention was 
necessary. In this instance the infection was at the base of the epi- 
glottis. The edema extended very rapidly, and although the incision was 
made within forty-eight hours from the onset there was quite a quanti- 
ty of very foul-smelling pus evacuated. These seemed to be cases of 
acute streptococcic infection associated with the pneumococci. 

Dr. McCoy said that probably all rhinologists see such cases, especially 
at this time of the year. He had recently seen a case in a physician, 
who had an atiack of tonsillitis. At eight o’clock he was speaking per- 
fectly, and at twelve o’clock when he had been called in he could hardly 
speak at all. The arytenoid fold was tremencously swollen, and there 
was considerable edema of the larynx, with much difficulty in breathing. 
The case came on within twelve hours. An incision was made, and ap- 
parently there was only ‘a cellulitis with a tendency to break down. Two 
incisions were made at twelve o’clock, and that evening the symptoms 
were relieved and his breathing was much easier. The next day 
there were two white sloughs where the incisions were made, and a few 
days later the whole thing had cleared up. His temperature was 104 
when first seen. 


A Case Showing Results of Carter Operation (Transplantation of Rib) 
For Nasal Deformity. By Harotp Hays, M. D. 

Dr. Hays said that he had first seen the patient about ty;o months ago 
She gave a history showing that up to her fourteenth year her nos« 
had been normal, but that then she began to notice a gradual sinking in. 
She is now 22 years of age. The process was probably arrested after 
two years, but when seen she had absolutely no bony septum, no cartilage 
could be seen, and the nasal orifices were contracted. The bridge of 
the nose was absolutely flat, and there was only a little stump at the tip. 
(Picture presented showing condition before operation). 

The Carter operation of transplanting bone from the rib was advised, 
and on March 3, the patient was admitted to the New York Eye and Ear 
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Infirmary, and that comparatively simple operation was performed. An 
incision was made between the eyebrows, and a subcutaneous dissection 
was made to the tip. It was not necessary to use any sharp instrument 
The tissues were separated weil out on the sides under the eyes, and the 
wound was covered with a weak bichlorid solution. The ninth rib was 
then exposed and after taking off the periosteal covering, about two 
inches and a half were excised, without the periosteum. The rib was 
then split down the center, using only the outer half. The medullary 
cavity was scraped out. Next an incision was made through the peri 
osteum overlying the frontal bone, and that was elevated one-half to 
three-quarters of an inch; the rib was then inserted under the periosteum 
Later it was seen that it would have been better if more of the rib had 
been taken out, for the result would have been a little better if the trans 
planted bone had been a little longer. The wound was sutured with 
silk and a dry dressing applied. No particular attention was paid to the 
wound on the side. The patient had no temperature and was fairly 
comfortable except for the pain in the side. There was a slight edema 
but no infection, ard in the course of five or six days this subsided en 
tirely and recovery from then on was uneventful. Any one seeing the 
patient at present would hardly believe that she had had a saddle nos« 
and she herself is very much pleased with the result of the operation 


Dr. Carter said that he was very much pleased to know that the pri 


fession is taking up this operation and getting good results. Several 
men had written to him from different parts of the country, and thr 
general consensus of opinion seems to be that the operation is a good 
one. 

In regard to the case operated upon by Dr. Hays, he thought that i 
was unfortunate that no photograph had been taken of the case before 
the operation, so that the improvement obtained could be adequately 
judged. There were one or two points about which he would like to 
say a few words. Had Dr. Hays made an incision curving downward, 
thus making a semilunar flap, he would have obtained more room in 
which to work while inserting the bone, and the scar would have been 
less neticeable. The incision should be made through the skin and sul 
cutaneous tissues, and then at a point corresponding to the base of the 
semilunar flap, a short transverse incision is made through the peri 
osteum. It is not necessary to elevate the periosteum for more than a 
quarter of an inch. All that is required is to get a fixed point for ‘the 
bone graft. 


Every precaution should be taken to avoid infection, for asepsis is 
essential in these cases in order to get the best results. It has beer 


shown that the streptococcus pyogenes albus penetrates to the deepes 


layers of the skin, and it is important 


o exclude these germs from th 
field of operation. Dr. Carter said that he is very careful about the 
preliminary preparation of the skin,—both over the rib and the site of 
the operation on the nose. It should be thoroughly scrubbed with gree: 
soap; this should be followed by alcohol, and then a bichloride dressing 
(1-5000) is placed over the area and left there for twelve hours. At th 
time of the operation he usually paints the eyebrows with flexible col- 
lodion, in order to exclude this possible source of infection. The removal! 
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of the rib is very simple. In the last few cases he has operated upon 
he has introduced the rib with its periosteum. The cases that were don 
without the periosteum, however, seem to have progressed just as well 
as those with it. 

The only failure he has had with this operation was in a case whe! 
he did a homoplastic operation, having inserted a part of the rib he had 
removed from another patient he had operated upon forty-eight hours 
before. It did not do very well, and the bone had to be removed. H 
attributed this result to the fact that the blood and bone of the secon 
patient were probably hemolytic with those of the first. This correspond 
with the results obtained by European physicians in transplanting bon 
and soft tissues,—that where the blood of the donor is hemolytic wit! 
that of the recipient, the operation will not be a success. 7 

Dr. Hays, in closing the discussion, said that Dr. Carter had empha 
sized the importance of asepsis in this operation. It so happened in this 
case that after he had removed the rib, it was dropped on the floor. Dr 
Carter had said that it should not be immersed in any solution; but h 
had inserted this piece of rib in a bichlorid and sait solution, and the1 
prayed for twenty-four hours, and it did very well. 


Tuberculosis Ulcerosa (Orificialis) Ala Nasal Mucosa By Wma. B 
TrrmMsBie, M. D. (By invitation). 

The case is a young woman, age 26, single, nativity, United States 
occupation, clerk. When 12 years old, the patient was treated at one ot 
the public clinics for obstruction of one of the nasal passages. Th 
condition was relieved temporarily, but about two years later, a recur- 
rence tock place; this was again cperated on by a nose and throat spe: 
ialist, the lesion remaining apparently cured for about two years. Fo 
the third time the nasal passages became obstructed and about the sam¢ 
time a row of dusky red, slightly scaly papules appeared on the free bor 
der of the right ala; the skin lesion began to spread and-the patient! 
then came under the care of the reporier. She presented at that time 
typicai patch of lupus vulgaris, about the size of a silver dime. Thé 
lupus tubercles or apple jelly nodules could be plainly seen, and a small 
ulcer on the mucus membrane just inside the nostril could be made out 
A diagnosis of lupus vulgaris was made; palliative treatment was begun 
and the case referred to Dr. McCoy for nasal examination. Operation 
was advised, but before doing this, it was decided to give a few x-ra) 
exposures for the cutaneous condition. Much to the surprise of th: 
writer, during these x-ray exposures the tuberculous tissue in the nos 
cleared up entirely and the passages became free and clear, making th 
operation unnecessary. The explanation is that the x-ray penetrated 
the wing of the nose taking effect on the nasal mucosa. After a certai: 
time the skin lesion also healed, and it is presented as-.a healed lesion, 
although the result is not as good as some others of a similar kind. Th: 
disease process has been arrested but in its place there is a thin scar 
and a few telangiectases. After the treatment was discontinued, thé 
mucus membrane lesion again recurred, and it was eventually operated 
on by Dr. McCoy. The pathological examination of some of the dis 


eased tissue was reported, as tuberculous. 
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The patient has never shown any signs of lung trouble, but the cervica 
glands have been enlarged on one or two occasions. The main point of 
interest was the action of the x-ray on a diseased mucus membran¢ 
especially when given on the outside of the cavity fuberculin test was 
positive. The complement fixation-test on this patient brought up an 
other very interesting point, one that, so far as the writer’s knowledg 
extended had never been discovered before. It was that carbolic acid 
under some conditions would prevent hemolysis. While treating one of 
the lupus-nodules with pure carbolic acid a rather profuse hemorrhag 
took place; some of the blood was collected for the Noguchi test, and it 
proved on examination to be positive. It was thought that the carbolic 
acid mixed with the blood had some influence, and a specimen for th: 
Noguchi test was taken from the ear. This proved to be negative. A 
small experiment was then tried with a known negative serum. Int 
each of the three tubes containing a known negative serum, a minim of 
carbolic acid was added, one 95 per cent, one 50 per cent, one 20 per cent 
and all three proved to be positive. Another test was made on blood col 
lected from the patient’s ear, with a negative result. Whether a weaker! 
solution of carbolic (less than 20 per cent) would render a negativ 
blood positive to the Noguchi test had not as yet been determined. Th: 
observation about carbolic acid and the complement fixation test was 
noticed in the fall of 1910, and reported before the New York Dermatol 
ogical Society on March 28, 1911. 


DISCUSSION. 


Dr. McCoy said that when this case was first seen by him, the girl had 
hardly any breathing space in the nose on account of the tremendous 
thickening of the septum, and there were small superficial tuberculous 
ulcerations. His first idea was to dissect out some of the cartilages 
but referred the patient first to Dr. Trimble, thinking that the x-ray 
might have some effect on the condition inside as well as outside th 
nose, and to his great surprise and gratification, he found that it wa 
not necessary to touch the septum. However, a year later, she again 
presented herself. It would seem that two of these ulcerations had 
coalesced, and that the cicatricial tissue had closed one nostril; so the 
second operation was to cut out the cicatricial band, and take a ‘smal 
piece of skin from the arm and graft it to the floor of the nose, so that 
now she hes a very good nostril through which to preathe 


Dr. Carter told of a case that came to Dr. Harmon Smith’s clinie som 
time before with well-marked lupus of the nares extending into the nos 
The patient was a man of about 52 years of age, and all kinds of ap 
plications were tried without effect. Finally Dr. Smith suggested that 
the man be referred to Dr. Law for x-ray treatment This was carried 
out, and the condition was very greatly improved. 


Dr. TRIMBLE, in closing the discussion, said that thus far, the x-ray 
furnishes the best therapeutic measure we have for these tuberculous 
lesions of the cutaneous surface. For similar conditions of the mucous 
membrane, the cases are generally turned over to the rhinologist. 
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Dr. McCoy asked if Dr. Lynah had seen any cases where the tubes 
could not be introduced. He himself had seen a case where a child 
wore a tube continuously for eighteen months, and each attempt at ex- 
trication had to be abandoned; so a tracheotomy tube was put in and 
worn for two years. At the end of that time, a general surgeon opened 
up the larynx and found a mass of cicatricial, fibrous tissue. The open- 
ing would hardly admit a straw from the ordinary whisk-broom. In such 
a case dilatation would seem to be out of the question. The whole tract 
was laid open, and a rubber tube placed in and worn for months, the 
idea being that the trachea would become lined with epithelium. 

These cases of hypertrophic laryngitis are very interesting. He cited 
the case of a man of 35, with no history of diphtheria, who had an hyper- 
trophy of all the tissues of the larynx, the false and true cords, and the 
subglottic region. There was no history of specific trouble; Wasser- 
mann was negative, and the tuberculin tests were negative. Finally an 
x-ray examination of the chest disclosed a fibrosis of the entire chest. 
Case of Branchial Fistula. By F. C. Arp, M. D. 

The patient was a negro man about 30 years of age. When about 14, 


he noticed a swelling just below the larynx about the size of the end of 
his little finger, which ruptured spontaneously, a yellowish discharge 


coming from it. About seven years ago he was operated, under cocain, 


yy a* surgeon in Plainfield. The operation was unsuccessful, and later, 
in the hospital, a more extensive operation was done, which was also 
unsuccessful. A year later he came to Dr. Ard, showing the condition 
presented. Dr. Ard advised another operation, but the patient’s previous 
experience was such that he decided against it—it was a rather unusual 
case. It seemed to be a branchial fistula. A probe could be passed up 
ward and backward for an inch. Whether the fistula extended further 
could not be determined, though it probably did. Dr. Ard asked for sug 
gestions for relieving the condition. 


DISCUSSION, 

Dr. Stmprson asked if any cultures had been made, to which Dr. Ard 
replied that this had not yet been done. 

Dr. Myers stated that he believed the fistula extended to a point unde! 
the base of the tongue. He advised excision. 

Dr. Myles thought that it was a thyro-glossal cyst which could be eas- 
ily followed to the center of the base of the tongue. He had seen some 
of these cases, which had been operated upon without success by several 
surgeons, leaving scars on both sides, but they had failed to follow the 
duct to its origin at the base of the tongue. The last case of this kind 
on Which Dr. Bodine and he had operated was a woman who had been 
suffering intensely, and she recovered. The case seemed hopeless at first, 
but it was thoroughly cured by following the cyst to its extremity. 

Dr. MacKernry said that he had had two similar cases in the last year, 
and had seen two or three prior to that time. He had obtained the mosai 
satisfactory results by forcing into the cyst permanganate of potash, or 
ink so that it would -be colored and more easily followed up, and then dis- 


secting it out very widely. There had been no failures since adopting 
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that method. It is sometimes very difficult to follow it, but by injecting 
some coloring fluid it can be more easily followed all the way 
Dr. Stimpson said that it would be well to have a culture made, for hi 
had seen somewhat similar cases which had proved to be actinomycosi 
Dr. McCoy said that Dr. Bodine had presented a series of cases som: 
time ago, and said that most of these cases have their origin at the hyoid 


bone, and if followed up to that point can be very successfully removed 


Local Anesthetics in the Upper Respiratory Tract; Including the Adre 
nalin Preparations. By WoLrr FreupentiiaL, M. D 
DISCUSSION 

Dr. Tuomas J. Harnis said that the subject presented in Dr. Freuden 
thal’s paper was most timely, and as he had been quoted by the writ 
he would like to make a few remarks. The number of fatalities men 
tioned was startling; he had no idea that it was so large He believed 
however, that some of those who had had unfortunate experiences with 
adrenalin were no longer using it so freely Dr. Freudenthal had quoted 
him correctly in saying that the fatal case reported by him before thi 
American Laryngological Association should be ascribed to adrenalin 
ather than to status lymphaticus. He had been more convinced of that 
as time had passed—in spite of the discussion in which some of the mer 
, thought that cocain was the cause—and what Dr. Freudenthal had just 


4 said still further strengthened his opinion on that point In the last 


few years he has practically abandoned the use of adrenalin, hypode: 
mically in tonsil operation, and if employed at all he uses not more than 
one or two drops of a 1-5000 solution. He has found that a practically 
bloodless operation can be obtained by the use of cocain alone. 
Dr. SIMPSON said that he would like to refer to one result which h 
; had mentioned before, but which may have escaped notice. To begin 
with, before using these drugs, we should study more carefully their 
physiological action. They have been thoroughly studied and described, 
so there is no excuse for not knowing them. He had especially noted 
one effect when employing adrenalin on patients with empty stomachs 
which seemed to be more than a coincidence. On several occasions pa 
tients whom he had treated toward the later end of the office hours—just 
before luncheon or dinner—using adrenalin as a spray in the pharynx 
and lower down, so that in some instances some of it was necessarily 
swallowed, had been so affected that he had been called up within a half 
hour afterward with the report that the patient was in dire distress from 
gastric spasms. He had been at a loss to understand this at first, but 
had come to the conclusion that the stomach being empty the adrenalin 
which had been swallowed had blanched the mucous membrane of the 
stomach, and as the circulation re-established itself the gastric spasm 
was produced. Since then he had insisted that the patients upon *hom 
P he operated at that hour should first have something to eat—a glass of 
5 milk, ete., and when this was done he had no trouble. Two of Bis 
friends had independently reported similar results from the use of the 
drug upon an empty stomach, and after following the suggestion in re- 
gard to feeding the patient first, they had had no unpleasant conse- 
quences. 
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Dr. Myzes endorsed what Dr. Freudenthal had said, and related some 
instances in his own experience several years ago, in attempting to oper 
ate on the ethmoidal and other sinuses in a more or less bloodless man 
ner, by injecting adrenalin into the tissues, using solutions of varying 
strengths. On several occasions the most pecuilar and profound in 
pressions resulted within ten minutes after the operations, and he dis 
continued it. The patient would suddenly drop on the floor and yell out 
that he had a pain in his head, as though it would split open. The cor 
dition would last only a few minutes, and then pass off, but the patient's 
face would become very pale and the heart would beat very feebly. Th 
symptoms were quite alarming, the patients seeming to be almost gon: 
Since then he has only employed adrenalin in very weak solutions. 

Dr. Hetier said that he would like to relate an incident in his ex 
perience, when he operated upon a man 52 years of age, using cocain 
and adrenalin. The man dropped off, as Dr. Freudenthal had reported, 
but after working over him for quite a while he was brought around 
Some weeks later it was necessary to perform an operation upon this 
man’s septum, and about ten minutes before the operation he was giver 
an injection of a quarter of a grain of morphin, and there was no troublk 
A similar result was experienced in operating upon another man of about 
the same age, and since then he always gives a preliminary injection ot 
morphin and atropin, as is frequently done in general anesthesia. It 
stimulates the heart. He had always thought that the trouble had bee: 
due to the use of cocain, but it now seemed probable that it was the re 
sult of the atropin. 

Dr. MacKenty said that several years ago it had been his custom t« 
inject a weak solution of adrenalin in some nasal operations. In severa 
instances the pulse slowed down alarmingly, so he gave up that method 
He felt that adrenalin has very little effect under anesthesia in stopping 
the flow of blood, but if used locally before the anesthesia is given it is 
effective and not dangerous. The method of cocainization is very im 
portant. Dr. MacKenty limits the amount employed and keeps the pa 
tient’s head down during the application so as to prevent the cocain fall 
ing into the naso-pharynx. 

Dix. Stupson asked Dr. Freudenthal’s opinion regarding the advantag 
of using a very strong solution of cocain, or a mild one. 

Dr. ABRAITAM said that Dr. Simpson had spoken of not administerins 
cocain and adrenalin on an empty stomach. In his own practice he never 
operates under cocain anesthesia excepting after a fine meal, and never 
employs a solution put up by a druggist. He makes his own solutions 
just before the operation, using a sterile salt solution, and goes rather 
lower than above the usual percentage. He employs adrenalin only in 
submucous cases, and then administers it hypodermically just before th« 
operation. Previous to all submucous operations he administers to the 
patient a hypodermic injection of morphin and hyoscin; the more h 
uses this the better he likes it. He administers it one-half hour befors 
operating. In several operations upon the pharynx he had been ver 
much impressed by the marked dryness of the surface and the freedor 
from hemorrhage. He only-employs adrenalin hypodermically in cases 
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around the septum, and then uses a solution of 1-6000, never stronger. In 
tonsillar operations under local anesthesia he never employs adrenalin 
if there is a hemorrhage he prefers it at the time of the operation and 
not afterwards. In fact he rarely operates under local anesthesia for a 
tonsillectomy. He would advise the gentlemen who prefer local anes 
thesia for tonsillectomy to give the morphin and hyoscin mixture a trial, 
administering same from 30 to 45 minutes before administering the co- 
cain solution hypodermically. 

Dr. FrREvUDENTHAL subscribed to what had been said by Drs. Harris and 
Myles. The pain in the head in these cases was very severe. A great 
many experiments have been made in regard to these drugs and their 
physiological action is very well understood. 

In his own practice he never uses the adrenalin spray, but swabs it 
ver the nasal or post-nasal space when applied in that region. Replying 
to Dr. Simpson’s question, he said that the main thing in the use of all 
these toxic drugs is that they should be absorbed slowly. If a very 
small quantity of adrenalin is applied on a pledget of cotton, the greater 
part of the blood-vessels are contracted and whatever is used afterward 
is absorbed slowly. When employing adrenalin as an injection, he uses 
i very much diluted solution. On the outside of the mucosa, pure cocain 
may be used quite safely. He has used the solution of morphin and 
hyoscin, having first learned of it under Jansen in Germany, and it serves 
a very useful purpose. The fatal case from adrenalin which he had 
reported, had received morphin before operation, as do most of his cases 

Dr. Freudenthal said that he did not quite understand the question 
ibout the gastric spasm, and could not imagine that so much of the 
adrenalin spray was being used, that it could run into the stomach 
Undoubtedly the spray was absorbed in the esophagus and it might be 
an esophageal spasm or perhaps even a cardiac spasm. 


The Relief of Nasal Obstructions by Orthodontia; A Plea For the Early 
Recognition of Faulty Maxillary Development. By Wittiam Henry 
HASKIN, M. D. 


(To be published in a subsequent issue of Ture LAryNcoscorr.) 


Regular Meeting, April 24, 1912. 


Nevus of the Tonsil. By J. A. MULHOLLAND, M. D. 

Case 1. R. M., aged 5 years, presented from the clinic of Dr. Harmon 
Smith of the Manhattan Eye and Ear Hospital. As could be seen, he 
was suffering from a nevus involving the lower half of the right side of 
the face. Previous to operation, the soft paiate, the anterior pillar of the 
tonsil, and the tonsil itself were involved. Dr. Mulholland said that he 
believed that this was the first case of nevus of the tonsil—confirmed by 
microscopic diagnosis—ever presented. 

Pathological report, by Dr. Strong, of the Manhattan Eye and Ear 
Hospital: Tonsil, right. Microscopic diagnosis. Capillaries extend even 
between the prickle cells. Diagnosis, nevus. 
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The case was of interest because of its rarity, and also because of thé 
fact that there was no excessive bleeding, even before the application of 
the electro-cautery, and that although the patient was thoroughly unde1 
the influence of the ether the prolonged application of the electro-cautery 
caused no explosion into the larynx, as had been reported by many work- 
ing under similar conditions. 

Case 2. R. P., aged 29, also from the clinic of Dr. Harmon Smith, 
showed a large nevus involving the floor of the mouth on the right side 
and the buccal mucous membrane. It was shown because of its interest 
in connection with the first case. 

DISCUSSION, 

Dr. Corwin reported a case of vascular nevus of the lateral wall of the 
pharynx opposite the attachment of the velum, seen last June. The pa- 
tient was a woman of 35. There had been no untoward symptoms. The 
growth was hidden most of the time, and the edge of the velum had to 
be raised a little to see it. At times it came into view, and when she 
first noted it she became alarmed about it and thought it was a malignant 
condition. The growth was readily removed, with a cold snare, hemo- 
stats being placed around the upper and lower poles. There was no hem 
orrhage afterward, and no untoward symptoms. The condition healed 
rapidly. The pharyngoscope aided in determining the limits of the 
growth. 


Orbital Cellulitis in a Child, Due to Ethmoidal and Sphenoidal Sinusitis. 
By J. H. Guentzer, M. D. 

A. J., female, aged 5 years, came to the Eye Clinic at the Manhattan 
Eve, Ear, and Throat Hospital, January 15, 1912. The child complained 
of orbital and frontal pains on the right side. The entire right orbital 
region was much swollen, eye closed, and considerable exophthalmos. Dr. 
Wooton, finding the globe and fundus normal, referred the case to me 
for examination of the accessory sinuses and for treatment. A skiagraphk 
made by Dr. Low, showed absence of both frontal sinuses—which, at the 
age of the patient, was to be expected—and pathologic involvement of 
the ethmoidal and sphenoidal sinuses on the right side. In the usua 
way by external operation the ethmoid and sphenoid sinuses were exen- 
terated, removing much granulation-tissue, pus, and bony debris. Con- 
valescence was uneventful, excepting for a ptosis of the upper lid which 


persisted for about three weeks. 


The Relief of Nasal Obstructions by Orthodontia; A Plea for the Early 
Recognition of Faulty Maxillary Development. By W. H. HAskIN, 
M. D. 

Paper read at the March, 1912, meeting of the section. To be published 

in a subsequent issue of ‘THE LARYNGOSCOPE. 
DISCUSSION. 

Dr. HASKIN opened the discussion by stating that he felt that there are 
many cases, especially in children, which greatly need increased nasal 
space, regardless of whether or not they have deflected septa. The ma- 
jority of these cases can be rapidly relieved by orthodontia. Dr. Jackson, 
an orthodontist, had written and read a great many papers on this sub- 
ject, and it would be interesting to hear from him. 
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Dr. T. J. Harris said that Dr. -Haskin’s paper deserved unqualified 
praise, in that it had brought before the Section a subject of the greatest 
importance to every rhinologist. There should not be allowed to ente1 
into the discussion any controversial question as to the wisdom of slow 
versus rapid spreading. Dr. Haskin had shown that there was a large 
gap between the orthodontists and the rhinologists, and there was much 
to be learned as to the importance of co-operation between them in work 
on the nose. All would doubtless agree on that point, and would be wili 
ing to admit that there has been negligence in that respect in the past. 
Doubtless all would also admit that whichever method was adopted, ben 
ficia) results would follow. One must not, however, lose sight of the fact 
that not all these conditions of the nose are due to the causes mentioned 
during the evening. He had been interested in observing the cases in 
his own clinic, and lately had seen several cases with very high arches 
and remarkably straight septa, showing that there was some other reason 
than the high arch in affecting the development of the septum. -Dr. Has 
kin, he knew, believed in the shortening of the floor of the nose, and 
quoted Dr. Wilson in favor of another theory. There are other cause 
for nasal obstruction—but what everyone should carry with him from 
this paper and discussion is the fact that up to the present time we hav 
been iosing sight of the valuable aid that the orthodontist can give to 
the rhinologist. It seems almost criminal that our relation to the or 
thodontist is somewhat that of our predecessors to the removal of ade 
noids. Up to the time of Meyer, it was an almost unheard of thing to 
remove the adenoids. Most of us have overlooked in the same way the 
conditions of the teeth and jaw which have given rise to the conditions 
in the nose. 

Dr. Corwin said that his attention had been directed to the subject of 
orthodontia and that he had been studying it clinically for two years. Dr 
Haskin’s paper showed that when the dental arches are spread—in young 
children, at all events, the nares are widened, and while we owe him a 
debt of thanks for presenting the subject we might owe him a debt of 
another kind for attempting to put the rhinologists out of business, for 
there would soon be no rhinology because everything would be accom 
plished by the orthodontists. 

As one observes stenosis in the nose, it is found to exert its principal 
influence on the anterior part of the nasal channel. The anterior end is 
naturally the narrowest part, and when there is general contraction it is 
most severely felt at the anterior end. In almost all tne cases of hyper 
trophy of the soft tissues, the hypertrophy begins at the anterior end 
and increases backward, and there is no better indication of the contrac 
tion of the anterior passages of the nose than the swollen condition of 
the posterior tips. One can be almost sure that the nares will be con 
tracted on the side on which the posterior tips are enlarged—the relation 
will almost always hold. ‘here are other causes of stenosis, however. 
besides the septum, and not very much had been said about the thicken- 
ing of the septum. ‘That is a very potent cause of deflection, and often 
occurs without deflection. Very often one will find a straight septum 
with much thickening. It may be so great as to embarrass both nasal 
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chambers. ‘This fact is very important. Anothér interesting feature is 
that in operating by submucous resection one will often find the septum 
contorted in a great variety of ways before cutting it, and yet by taking 
out the plate of the septum in a large piece, and laying it on the table it 
would be found to be nearly flat. This appears to support the idea that 
the deflected septum is under tension, and that when the cartilage is re- 
moved, its tension causes it to flatten out. The septum, therefore, acts 
as a spring and has an elastic resiliency, and when removed from its 
supports it straightens out. 


As to another point, Dr. Hawley has spoken of a certain relation which 
has been observed between certain front teeth and the breadth of the 


arches of the jaw. These observations were made many years ago by 


Dr. Davenport of Paris, an American. Then Bonwill discovered a rela- 
tionship which he could reduce to a mathematical formula, so that by 
measuring the breadth of the upper middle and lateral incisors he could 
determine the proper curvature for the upper dental arch. He claimed 
that this was practically useful—and that if you got the exact breadth 
you could calculate what should be the proper breadth of the arch for 
the subject. Very few cases come up to that measurement, but he 
thought that if the breadth of the arch in the case under consideration 
did not come up to that measurement it was faulty or deficient, and that 
the jaw was too narrow. Dr. Hawley constructed a number of charts 
which were traced on celluloid, and by placing these charts on the plaster 
models of the upper jaws and noting the coincidence or lack of it, one 
could know whether the teeth had the proper arch or were deficient. Dr. 
‘Corwin said that he had talked with a number of dentists and orthodon- 
tists who said that it was accurate enough for all practical purposes, 
while others claimed that it had no value whatever. The point that 
“aight be made is that it may be of vaiue to rhinologists, even if not so 
valuable to the dentists. 

Dr. Haskin was to be congratulated on his paper which had brought out 
many new ideas and was of great value. 


To be continued. 


Labyrinth and Tendon Reflexes. D. Beck and P. Bracn, Berl. 
klin. Wehnschr., Feb. 12, 1912. 

Beck and Biach tested the knee-jerk of patients and then poured 
cold or hot water into the ear until nystagmus was induced and then 
tested the knee-jerk again and again, comparing the responses on 
both sides. The tendon reflexes on the side involved were exag- 
gerated, but only one of the superficial reflexes, the Babinski toe 
reflex, was exaggerated. All the other superficial reflexes were ap- 
parently unmodified —E-. 








